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Careful investigation in a large series of goi- 
ter cases demonstrates substernal goiter to be 
a rather frequent finding. 

A review of the anatomy of the neck and 
superior mediastinum illustrates why it is easy 
for an enlargement of the thyroid gland, espe- 
cially of its lower pole, to descend partially or 
completely into the thorax. 

In the embryo the thyroid analogue begins 
at the base of the tongue and descends through 
it to its normal position in front of, and lateral 
to, the tracheal cartilages. It remains in that 
position unless some anomaly, or accident of 
development, or unusual growth such as an 
adenoma occurs. Expansion is restricted ex- 
cept downward. The trachea forms the median 
boundary, the cervical vertebrae and preverte- 
bral fascia the posterior, the carotid arteries, 
jugular veins and sternocleidomastoid muscle 
the lateral and the midcervical fascia and pre- 
thyroid muscles the anterior. Therefore, the 
growing tumor presses on some of the above 
enumerated organs, or descends into the chest. 
The gland ascends and descends with every 
swallowing and this facilitates the making of 
a pathway through the fascial p’anes into the 
mediastinum. 


The chest cavity roughly compares to a 
cone, the lower part of the chest being the 
base and the thoracic aperture the apex. This 
illustrates that when a tumor becomes intra- 
thoracic, the anatomy of the chest is such that, 
as the growth progresses, it is difficult for it 
to escape. 


Intrathoracic goiters may be classified into 





partial and complete. In the partial the great- 
est diameter is above the level of the supra- 
sternal notch. In the complete all of the goiter 
is below the top of the sternum. The discrete 
adenoma is the most frequent type of intra- 
thoracic goiter, except in the geographic areas 
where the multiple colloid adenomas are en- 
demic and hence the most common. Intra- 
thoracic cysts develop following the destruc- 
tion and absorption of the adenomatous tissue. 
I have never seen an intrathoracic exopthal- 
mic goiter, although prolongation of the lower 
pole downward occurs with marked hyper- 
plasia. 

The incidence of intrathoracic goiter in the 
sexes is about one male to six females. This 
ratio is seen in adenomatous goiter. The aver- 
age age when the patient consults the physi- 
cian is about fifty years, the goiter having been 
present about fourteen years. 

The surrounding cervical fascia and the 
capsule and blood vessels of the enlarging part 
of the thyroid descend into the thorax. Oc- 
casionally a tongue of thyroid tissue connects 
the intrathoracic goiter with its cervical parent. 
In long standing cases the band of thyroid 
tissue often is replaced by fibrous tissue, in 
which event the intrathoracic portion becomes 
separable and is called a wandering goiter. 
Frequently there is a bilateral cervical goiter 
accompanying the intrathoracic extension. 
This is prone to happen in the multiple aden- 
omatous type. Extensions may be found not 
only into the thorax but between the muscle 
layers of the neck, or between the trachea and 
esophagus producing a retrotracheal goiter. 

The symptoms from an intrathoracic goiter 
are mechanical and of hyperthyroidism if tox- 
icity has developed. The trachea, recurrent 
nerves, bloodvessels and esophagus receive 
the brunt of the pressure. 

All intrathoracic goiters press on the tra- 
cheas and may deviate, narrow, angulate, ro- 
tate and obstruct them. Tracheal cartilages 


















































368 


are rigid but marked pressure will soften them 
with alteration of their lumen. If the goiter is 
bilateral with the lobes opposite one another, 
the trachea may be reduced to a mere slit, the 
so-called scabbard sheathed trachea resulting. 
If one lobe is higher (Fig. 1) than the other 
and, both produce pressure (Fig. 2) as when one 
lobe is cervical and its fellow is intrathoracic, 
an S-shaped trachea results. A large lobe re- 
maining in the midline between the trachea 
and sternum, flattens the anterior posterior 
diameter (Fig. 3). In these cases, the trachea 
is greatly widened (Fig. 4). With this type of 
goiter the patient suffocates when he bends 
forward. 


The growth of intrathoracic goiters is slow, 
therefore, the pressure and distortion of the 
trachea is gradual. The trachea may be com- 
pressed and distorted to a great degree with- 
out marked!y acute symptoms. Lateral devia- 
tion of the trachea can extend until the slack 
is taken up, then the trachea is compressed. 
When the compression is marked and the lu- 
men narrowed, respiratory symptoms ensue. 
(Fig. 5) The first evidence that anything is 
wrong may be when the patient or a friend no- 
tices the respiratory stridor. 


Patients often state they are unable to sleep 
on one side or the other, or the back. This is 
more noticeable if the head is on a pillow, as 
this produces increased angulation of the dam- 
aged trachea, further compression of its lumen 


-Fig. 1. Cervical goiter of the left lobe, intra- 
thoracic goiter of the right lobe pruducing an 
S shaped trachea. 

Fig. 2. Patient 65 years of age. Large cervical 
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and greater difficulty in breathing. Lahey com- 
ments on this extensively, and siates that while 
the patient is awake he accommodates himself 
so there will not be marked angulation; but 
when he sleeps mucus accumulates below the 
narrow place threatening suffocation A pa- 
tient ‘with a respiratory stridor or wheeze 
should have his chest examined for an intra- 
thoracic goiter. Marked tracheai deformity is 
readily shown by x-ray examination. 

Another rather constant finding in intratho- 
racic goiter is a marked dilation of the super- 
ficial veins of the neck (Fig. 6) and the an- 
terior part of the chest. The enlarging goiter 
produces pressure on the internal jugular 
veins, interfering with the return flow of blood 
which must be taken up by the superficial 
veins. An associated thickening and edema of 
the skin of the face and neck accompanies di- 
lation of the superficial veins. These patients 
give histories of intense congestive headaches 
which are relieved when the goiters are re- 
moved. 

Injury to the recurrent nerves does not take 
place as often as one would think in intratho- 
racic goiter, due to the nerve fibers elongating 
—preventing over-stretching. However, it is 
well to examine laryngoscopically every case 
of nodular goiter. With nerve paralysis one 
should suspect a malignant degeneration of 
the adenoma. 

Disturbance in swallowing is seldom en- 


Fig. 6 


goiter; and intrathoracic goiter, extending below 
arch of aorta. 

Fig. 6. Dilation of superficial veins on anterior 
surface of chest. 
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countered in cervical or intrathoracic goiter, 
even though the tumor encircles the trachea 
posteriorly. The esophagus, being muscular, 
can be pushed aside without alteration in its 
lumen. 

Cardiac conditions are frequent in intratho- 
racic goiter. The mechanism of the develop- 
ment of the goiter heart was thoroughly dis- 
cussed in a previous paper on nodular goiter. 
It will not be taken up again here. Careful ap- 
praisal of the heart should be made when rec- 
ommending surgical relief. 

During the routine examination of patients 
with nodular goiter, a survey of the chest 
should be made. The frequency of intratho- 
racic extension is shown by the work of Clute 
in an analysis of 5,000 cases of adenomatous 
goiter. He found intrathoracic extensions in 
21% of the cases. Careful percussion of the 
upper end of the sternum will show dullness 
if the displaced lobe is large. X-ray and flu- 
oroscopic examinations are indispensable. The 
film will demonstrate deviation of the trachea. 
Tracheal deviation is present in 93% of the 
cases. Anterior posterior, semi-oblique and 
lateral films should be made. Fluoroscopic 
examination will determine if the tumor is 
mobile during swallowing or deep respira- 
tory movements. 

The intrathoracic goiter must be differenti- 
ated from other conditions occuring in that 


Fig. 3 


Fig. 3. Large adenoma between sternum and 
trachea producing flattening of trachea in the an- 
terior posterior diameter. 

Fg. 4. Patient 60 years of age. Large foetal ad- 
‘noma between sternum and trachea, producing 
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area. If a cervical goiter is present, there ap- 
pears a continuation of the shadow, from the 
supraclavicular area downward, gradually 
broadening out to meet that in the chest. The 
goiter may appear to pulsate if it is in contact 
with the large mediastinal vessels, which may 
confuse it with an aneurysm of the aorta. Cal- 
cifications within the goiter, which represent 
old hemorrhagic areas, is another diagnostic 
point. Thoracic aneurysm, a dilated aorta, shad- 
ows from the thymus gland, lymphosarcoma, 
dermoid cysts and carcinoma of the lung must 
be differentiated from intrathoracic goiter. 

The most rational treatment of intrathoracic 
goiter is prevention. Remove all low lying ad- 
enomas before they become intrathoracic. By 
doing so the patient will be saved a more dif- 
ficult operation. 

In operating on an intrathoracic goiter local 
anesthesia should be used, combined with ni- 
trous oxide under positive pressure. The lat- 
ter is important, especially when the trachea 
has been damaged and might collapse. The 
blood supply comes from the superior and in- 
ferior thyroid arteries, and tissue left behind 
after ligating these vessels will become ne- 
crotic and may cause a mediastinitis. The goi- 
ter is held within the chest by negative in- 
trathoracic pressure, adhesions between its 
capsule and the surrounding structures, and 
the smallness of the thoracic aperture. This 


Fig. 4 Fig. 5 


suffocation when patient bent forward. 

Fig. 5. Patient 58 years of age. Large colloid 
adenoma, producing marked tracheal angulation 
— Goiter had grown to below aortic 
arch. 
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aperture is about 4 to 5 cm. in the anterior 
posterior diameter and 8 to 9 cm. wide, and 
some of the space is occupied by the esophagus, 
trachea, thoracic duct and the large vessels 
and nerves. Most intrathoracic tumors can be 
adequately removed if care is taken to get as 
good an exposure as possible. Often the tu- 
mors have to be coaxed out. Having the pa- 
tient cough will help to expel some of the 
smaller tumors. 


A low collar incision is made. The pretra- 
cheal muscles and fascia are separated from 
the sternum, giving a wide exposure. The isth- 
mus of the thyroid should be divided, a point 
of great importance as suggested by Breitner. 
If cervical goiter is present on either side, it 
should be removed to afford more room to at- 
tack the intrathoracic tumor. The superior 
thyroid artery and vein shou!'d be ligated and 
divided. The lateral thyroid vein is doubly 
ligated and divided, the index finger is then 
passed behind the tumor in the tracheal groove 
in the fascial plane between the tumor and the 
thoracic duct and pleura. By this technique 
no important vessels can be injured. The fin- 
ger is gradually worked laterally, then anteri- 
orly in front of the tumor until all connections 
in the chest have been severed. One or more 
double hooks are applied to the top of the tu- 
mor. Gentle traction is then applied coupled 
with mild pressure from below. Too much 
pressure applied with the finger below the 
tumor causes it to flatten, increase its width, 
making it practically impossible to extract it 
from the chest. The inferior thyroid artery 
and vein should be ligated and severed when 
they present themselves. Hemorrhage is not 
great if the vessels have been properly ligat- 


Fig. 7. Specimen of col- 
loid adenoma shown in 
figure 2. The smaller was 
removed from the cervical 
area. The larger tumor 
was entirely inthrathor- 
acic and weighed 460 
grams. 


Fig. 8. Specimen of fet- 
al adenoma shown in fig- 
ure 4, weighed 230 grams, 
all completely intrathor- 
acic. 
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ed. The shell of thyroid tissue around the cap- 
sule should be preserved, for it contains the 
parathyroid bodies and recurrent nerves. Oc- 
casionally the tumor will be so large that it 
will have to be removed piecemeal, in which 
case it is well to stay within the capsule of the 
gland; be sure that all fragmerits of tissue are 
removed. All bleeders should be carefully 
ligated, and the cavity tightly packed with 
iodoform gauze. The gauze packing should be 
removed at the end of 48 hours and replaced 
with smaller amounts until the cavity has been 
obliterated. By following this method infec- 
tion and mediastinitis can be prevented. A-sec- 
ondary closure of the wound is often necessary 
with prolonged drainage. The trachea resumes 
its normal position after the removal of the 


tumor. 
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DISCUSSION 
DR. G. D. MAHON, Dallas. Two complications 
arise in thyroid disease. Heart disease is made 
worse by an ailing thyroid, but is not caused by it. 
The cardiovascular system is greatly disturbed in 
goitre and a careful appraisal of the heart should 
be made. Patients should consult physicians early 





WaCRERS EGS Ee SS SRE SED) 


Fig. 7 


ee ee ee ee . ee, meeel 





OCTOBER, 1936 


for they have the symptoms of rapid heart to tell 
them that something is amiss and needs attention. 
It is strange how such a symptom should be so 
long endured before seeking medical advice. A 
second complication is that of carcinoma of the 
thyroid gland. It is to be hoped that the public 
may be brought to the realization that the earlier 
they consult with their physicians the better the 
outcome will be. 


DR. REESE (California). I wish to congratu- 
late Dr. Hendricks upon his excellent presentation 
of this interesting surgical] subject. It is our routine 
to start these operations with local anesthesia and 
to follow through with the same if possible. The 
point relative to a possible collapse of the trachea, 
as stressed by Dr. Hendrick, is most important. If 
the patient will only consult with his physician 
early enough, preventive measures will save him a 
difficult operation. 


DR. HICKS: How clear the picture is, once it 
is presented to us so forcibly! An early consulta- 
tion and a thorough diagnosis would assuredly al- 
ter the seriousness of the situation. I would like 
to ask concerning the relationship of goitre and 
arthritis. 


DR. E. PAYNE PALMER: Inttathoracic goitre is 
far more common than is generally believed. Were 
all physicians to think of thoracic goitre, it would 
be recognized and cared for much earlier than is 
usual. Dr. Mahon has mentioned the damage to 
the heart and the malignancy. All of us see cases 
in which we are prone to say, unless this bothers 
you, let it alone. We fail to see that later these 
cases will be serious. Let us observe them for 1 to 4 
months before sending them away. Tell the pa- 
tient that he may develop a toxic condition that 
will be found burdensome and also that carcinoma 
may enter the picture. Three years ago, I saw a 
woman whose thyroid was somewhat enlarged. I 
advised her to have a tonsillectomy and to come in 
for regular observation of the thyroid. I saw no 
more of her until recently when I operated her 
child for appendicitis. I then noted the mother’s 
advanced condition and asked her why she had 
not been in for observation. She had considerable 
difficulty in breathing and, because of her increas- 
ing discomfort, submitted to a thyroidectomy. I 
removed the right lobe and little more than half 
of the left lobe. The examination revealed a 
woody thyroid. 


DR. HENDRICK: Malignancy develops in 2 to 
3% of adenomatous goiters, as shown by careful 
examinations of removed specimen. A short time 
ago we had a patient from Yuma, Arizona. She 
had had a large intrathoracic goiter for several 
years. After removal we found that there was a 
malignant degeneration of the adenoma. We treat- 
ed the case with deep x-ray therapy. She has been 
referred to Dr. Watkins of Phoenix, Arizona, for 
further treatment. 

_ Iodin is of value in the management of goiters 
in puberty. It should only be used in adult: cases 
when preparing them for operation. 

After a patient is 28 to 30 years of age, an ad- 
enoma in a goiter should be removed, as all of 
these “knots” or tumors sooner or later produce 
mischief. my 

Relative to Dr. Hicks’ question as to the relation- 
ship of goiter and arthritis, we have had 21 cases 
of severe arthritis that also had either an exoph- 
thalmic goiter or a toxic adenoma. After removal 
of the goiter the arthritis cleared up promptly. in 
@ few cases the arthritis flared up within a week 
to 10 days after the operation and then disap- 
peared completely. 
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RECENT ADVANCES IN OTOL- 
OGY: PETROSITIS, FACIAL 
NERVE SURGERY, COCH- 
LEAR TONE LOCALIZA- 
TION. 


R. C. MARTIN 
San Francisco, Calif. 


(Read before the 46th Annual Session of the Arizona State 
Medical Association, April 23-25, 1936.) 


I discuss the first two topics with some 
background of experience, but approach the 
last feeling that it is presumption for a clin- 
ician to discuss highly scientific and technical 
laboratory modes of attack. 


A recent development which fills the litera- 
ture is that of infections of the petrous pyra- 
mid. The symptomatology has been well 
worked out by Eagleton, Kopetzky and Al- 
mour. The cardinal signs and symptoms are 
deep retro-ocular or orbital pain, profuse mid- 
dle ear discharge or recurrence of this dis- 
charge 5 to 9 days, or later, after its cessa- 
tion (with the mastoid not at fault) accom- 
panied by a iow grade temperature. Kopetzky 
holds that the early occurrence of paralysis of 
the homolateral 6th is not evidence of petro- 
sitis but that the late occurrence may be. 


It has been established that the petrous may 
be well pneumatized, though not in direct 
proportion to the pneumatization of the mas- 
toid, i. e., a well pneumatized mastoid does not 
necessarily mean a pneumatic petrous. It may 
be diploic in character, or may be made up of 
marrow-filled spaces. The anatomic character 
of the spaces determines the type of patho- 
logical process, i. e., in the pneumatic or diploic 
type a coalescent process develops while in 
the last type an osteomyelitis may result. 


The abscess may rupture into the carotid 
canal, along the canal of the tensor tympani 
in which case it presents into the nasopharynx 
or the retropharynx; or it ruptures subdur- 
ally, giving rise to meningitis. If the perilaby- 
rinthine cells are involved fistulous tracts may 
develop into the antrum, into the retrofacial 
cells, or into the solid angle between the su- 
perior canal and horizontal, depending on the 
group of cells involved. The point of the fis- 
tulous tracts from the apical cells is usually 
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into the Eustachian tube or canal of the tensor 
tympani. 

Friesner (Ann. Otol. Dec. 1935, 44’, 103) 
states “the postero-superior route, we found, 
was by far the most frequent.” 

How much aid in determining whether to 
operate may we expect from the x-ray films? 
Coates & Ersner have shown that many cases 
not giving symptoms of a petrositis show 
clouding on the film. We have several such 
cases clearing after a complete simple mas- 
toidectomy. These may be said to be the 
group of cases with slight involvement not 
requiring intervention in the petrous. 

If serial films in such a case show no im- 
provement and the symptoms progress, then 
their significance is altered and_further sur- 
gery may be indicated. In other words, the 
films are of significance only when taken in 
conjunction with the rest of the clinical pic- 
ture. 

The operative technics are first the subtem- 
poral route which is historically first. This has 
been modified by Eagleton and Myerson, who 
reach the region of the apex by removing the 
floor of the middle fossa (roof of the tym- 
panum) by continuing the incision upward 
and forward. Eagleton gains a wider approach 
by cutting down the zygomatic root. Both ele- 
vate the dura and penetrate the apex from 
above downward. 

Myerson locates the point of downward 
puncture by noting as constantly recurring an- 
atomical landmarks, the prominence of the su- 
perior semicircular canal, in front of which is 
a depression from which issues the greater 
superficial petrosal. In front of this depres- 
sion is an elevation formed by the superior and 
anterior lip of the internal auditory meatus. 
The depression directly anterior to this second 
prominence is over the apex. In examining 
this region in 15 skulls, the difficulty of ap- 
proach was noted and we failed to see how 
drainage uphill was of much benefit. Myerson 
cites 1 case in which this operation from above 
failed to stop the process which finally rup- 
tured into the nasopharynx with cure. 

The fault of the subtemporal routes lies in 
drainage from above, though relieving epi- 
dural abscesses which have ruptured through. 

The procedure giving the best drainage is 
the Kopetzky-Almour which establishes it 
downward. It consists:in a drill opening be- 
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tween the cochlea and internal carotid made 
at an angle of 20% from the axis of the ex. 
ternal auditory canal. The point of puncture 
is the Eustachian tube’s inner orifice where 
its roof and medial wall join. The space be- 
tween cochlea and artery averages 6.2 mm. 
ranging from 4-10 mm., according to Kopetzky 
and Almour. Wide approach to the puncture 
site is obtained by shaving down the anterior 
canal wall and the zygomatic root. In several 
specimens examined by us no such wide space 
existed and such puncture must have hit eith- 
er cochlear tip or the internal carotid. In the 
hands of the originators, this may be a safe 
approach but it is dangerous for the occasional 
operator. 


Our own limited experience suggests a thor- 
oughly done radical mastoid with search for 
fistula in the Eustachian tube region, in the 
retrofacial cell region and in the solid block 
between the horizontal and superior canals. 
What of the cases showing no fistulae? We 
would remove the roof of the middle ear and 
Eustachian tube elevating the dura over the 
apex. If no fistula was found we would stop 
as we believe that in our hands at least more 
cases will recover by this method than by the 
more extensive radical procedures. Eagleton 
(Ann. Otol. 1935, 40:1125) also feels that “in- 
fection within the petrous apex has a tendency 
to spontaneous subsidence, efficient drainage 
of the associated mastoid suppuration being all 
that is necessary to effect a cure.” This, he 
holds, is due to the red bone marrow of the 
apex which has great power to withstand in- 
fection. 

We have seen 6 cases of petrositis, 2 of 
which ruptured into the nasopharynx with 
recovery; one showed a fistula just above the 
knee of the facial (recovery); one recovered 
after a thorough simple mastoidectomy and 
the point of drainage was never found; one 
case died from a meningitis and presented a 
neck abscess where it had ruptured along the 
carotid as well; the last case recovered after 
drainage was established through the sub- 
labyrinthic cells. 

Our premise is that more lives will be lost 
by too much radical surgery, as was the case 
in the labyrinth operations, than by conserv- 
atism. This is not a criticism of the excellent 
anatomical and surgical work of various men 
but is a word of warning to the enthusiast. 
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Friesner states that “suppuration confined 
within the petrous pyramid has a marked ten- 
dency to heal spontaneously.” 

The mortality (Seydell, Ann. Otol. Dec. 
1935, 1068) in 41 cases published in 1934 was 
34%. Kopetzky has a rate of 16%. Our lim- 
ited series is 17%. In only 60% of these cases 
was the clinical picture typical of suppurative 
apicitis. 

The effect on hearing depends on the type 
of surgery. If a radical mastoidectomy has 
been done, the hearing is of course affected. If 
a thorough simple mastoidectomy has been 
done, tnere should be no hearing loss. 

Facial Nerve Repair 

The second recent development in otology 
is the surgical repair of the facial nerve. The 
methods available are direct anastamosis and 
nerve grafting. 


We have recently gone over our small series 
of cases and find that emotional control has 
not returned 100% in any of them. The best 
result obtained from the standpoint of function 
was where end to end anastamosis had been 
done. The facial symmetry is restored in all 


the cases completed, but emotional control is 
lacking to some degree in all cases. For in- 
stance, the patient may not close the eye com- 
pletely when told to do so, but may do so when 
told to show the upper teeth and vice versa. 
Improved operative technic and knowledge of 
regeneration may obviate this. 


The dangers of the operation have never 
been stressed. The first is serous labyrinthitis 
that may occur from shaving down on the 
horizontal and semi-circular canals in freeing 
the nerve in its horizontal portion, or it may 
also be due to disturbing the stapes in the same 
procedure. The second danger is to hearing, 
because the attachment of the drum may be 
disturbed in dissecting out the nerve in its up- 
per portions. Our experience has been that 
the vertigo and nystagmus subside in about 4 
days and that the hearing is not damaged by 
disturbance of the drum as it soon reattaches 
itself. If the facial nerve has been originally 
injured while doing a radical mastoidectomy, 
then the resultant hearing loss is that of the 
radical mastoidectomy and not of the sec- 
ondary nerve repair. 

We are still of the opinion that better results 
will be obtained if operation is postponed un- 
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til an aseptic field is obtained. The time lost 
is more than compensated for by the lessened 
chances of infection and sloughing with failure 
of apposition. 

All cases we have seen that showed a com- 
plete injury on recovery from the anesthetic 
have had such damage that repair was indi- 
cated. Frequently an injury is not revealed 
until hours or days after operation. All of 
these cases have cleared after loosening the 
packing and following a conservative course, 
not decompressing the nerve. 

The post-operative care is important. The 
muscle sagging must be checked by strapping 
with adhesive tape. Massage is avoided as it 
stretches the muscles already slowly stretch- 
ing from the pull of gravity. Electrical stim- 
ulation is of no value. Emotional control is 
taught by mirror practice, but should be dis- 
continued as soon as contractures are noted. 
These are manifested by overaction of the 
paralyzed side; we have seen but one such 
case. 

The care of the wound consists in letting 
the nerve suture, or graft severely alone, 
merely wiping out the external canal’s outer 
portions with sterile cotton. No solutions are 
used but occasionally we have insufflated a 
small amount of boric acid powder. We have 
never used gold foil for covering, nor moist- 
ened the graft with salt solution, as the secre- 
tions of the wound attend to any necessary 
moistening and do not disturb the apposition 
of the segments. 


We have given the matter of operating cas- 
es of Bell’s palsy serious consideration, but 
have never done one. It is stated that decom- 
pression of the nerve by removing its bony 
covering and slitting the sheath, permits re- 
generation. The cases Duel has operated have 
shown a nerve trunk which spread apart its 
incised sheath much as a rubber tube incased 
in a tightly fitting fibre sleeve. The nature of 
this size change in the nerve is not known as 
sections are not available since one is not go- 
ing to add resection of a nerve segment to the 
perils of regeneration after decompression. 

Physiology of Hearing 

The work on tone localization in the cochlea 
done by various observers allows us to feel 
that progress is being made in a field in which 
our specialty has long lagged behind. It owes 
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its impetus to the Wever-Bray phenomenon— 
the measurement of differences in electrical 
potential arising when sound stimuli of known 
frequency and intensity are applied to the ear. 
There is disagreement as to whether localiza- 
tion occurs, as different methods give different 
results. 


Briefly summarizing the methods and re- 
sults: 

Studies of human temporal bones from pa- 
tients who had antemortem audiometric tests 
made, “show many examples of lesions of the 
lower basal turns in ears with impaired hear- 
ing for high tones but very few examples of le- 
sions in the upper tones in ears with poor 
hearing for low tones.” (Guild) Hearing is 
possible in the absence of the organ of Corti. 
(Bunch & Wolff.) 

Animal experimentation, where pickups 
were used, different points on the cochlea of 
the guinea pig seemed to show a tone localiza- 
tion. Where drilling and electro-cauterization 
at definite points were done, no such localiza- 
tion was noted. (Hughson-cautery) (Dwork- 
ing-drilling.) 

They have served to open up an entire field 
of work and thought. From this mass of ex- 
perimental work the truth will emerge, en- 
abling us to apply clinical tests more intelli- 
gently and aid the great group of hard of hear- 
ing patients to whom we are of little or no 
service at present. 





INDICATIONS FOR OPEN OP- 
ERATION IN FRACTURES 


BEN L. SCHOOLFIELD, M.D., F.A.C.S. 
Dallas, Texas 


(Read before the 54th Annual Session of the 
Medical Society, May 9-11, 1936.) 


New Mexico 


The subject is broad and its details might 
well entail much time. I purpose to make it 
a brief intelligible presentation of the funda- 
mental principles and essential details. 

Open reduction of fractures is unnecessary 
in the majority of cases. If a fracture can be 
reduced by closed methods with good results, 
open reduction is clearly contraindicated and 
an evidence of undue meddlesomeness. Open 
work tends to disturb both periosteum and 
blood-supply; hence bony union will inevit- 


SOUTHWESTERN MEDICINE 


ably be delayed in proportion to the damage 
done. 

The indications for open operation may be 
posed under the following headings: Fractures 
which may not otherwise be replaced and 
maintained or cases in which too much loss of 
time would be occasioned by conservative 
methods; interposition of soft parts between 
fragments; small isolated fragments which 
have.not united, in all likelihood will not unite 
and are not essential to good function; non- 
union and mal-union. (Compound fractures 
have been purposely omitted.) 

The choice of method for direct or internal 
fixation, is of importance. Certain fractures 
demanding open reduction may require no es- 
pecial device for internal fixation because ex- 
ternal support will suffice. Where firm fixa- 
tion is needed, one may resort to the use of 
heavy chromic catgut, kangaroo tendon, bone 
pegs or other forms of bone graft. When su- 
ture materials are used, they must be heavy 
and of sufficient strength to stand the strain. 
Much of the security of the fixation will de- 
pend upon the conformation of the fractured 
ends. Where a mechanical condition favors 
slipping or renders it more or less inevitable, 


= 
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Fig. 1. Comminuted fracture of the huemrus with good 
bony union shown at right following intermedullery peg of 
autogenous type from tibia. (upper right) 

Fig. 2. Non union of tibia after 7 months with sliding bone 
graft. Resulted in good bony union. (lower right). 


Fig. 3. Case of neglected frac.ure after several weeks. Open 
reduction of fracture of radius. To overcome the pull of con. 
tracted soft parts, a strand of gangaroo tendon was looped 
about the distal fragment and held tautly outside the plaster- 
of-Paris dressing by means of artery clamp, 
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one often may model the bone ends, making 
them mutually interlocking. The late Dr. 
Nichols of Boston very aptly put it in the 
words: “Make them want to stay together.” 
Each case is a law unto itself and one must de- 
pend upon his own mechanical judgment in 
determining the steps to be taken. Sharp 
spicules may require removal. These meas- 
ures may allow such excellent dove-tailing of 
the fragments that no great amount of strain 
will be exerted on the fixation material. It is 
of vital importance to have firm contact be- 
tween the ends of bones, regardless of the na- 
ture of the fixation material. Bone pegs may 
be of boiled beef bone or of the autogenous 
variety, the latter being preferable if there is 
doubt as to the probability of union. The in- 
tramedullary peg is useful in fixing some frac- 
tures of the long bones, especially the oblique, 
or spiral kind. Metal plates and wires are to 
be avoided as they remain as foreign bodies 
and tend to interfere with callus-formation 
and give trouble later on. Nails, screws, sta- 
ples and the like have their advocates but are 
open to similar objection. They may be left 
protruding through the wound for convenient 
removal but this appears to invite infection. 


Certain crushing fractures of the vertebral 
bodies are perhaps best managed by means of 
spinal fusion’ by the Hibbs method. This is 
certainly true of old, improperly treated cases 
in which deformity and painful disability per- 
sist. 


Of the fractures requiring open reduction, 
transverse fracture of the patella is- a_pre- 


eminent example. Wide separation of the 
fragments usually results due to strong 
pull of the quadriceps group. Open reduction 
should be the rule in such circumstances. Ad- 
equate fixation may be had with accurate su- 
turing of the tendinous capsule and perios- 
teum about the patella. This may be rein- 
forced with heavy chromic gut or kangaroo 
tendon passed through drill holes in the frag- 
ments. Autogenous fascial strips have also 
been used. 


Fractures of the olecranon will often show 
more rapid and definite results with open fix- 
ation, though much will depend upon the 
amount of separation of the fragments. Not 
infrequently, fractures about the distal end of 
the humerus will require open reduction and 
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fixation despite our best efforts at closed treat- 
ment. 

The humerus, femur, radius, ulna, and even 
the tibia are often the seat of fractures which 
do not lend themselves to sustained reduc- 
tion. This may be due to the obliquity, the 
presence of unmanageable, sharp-pointed 
spicules or other mechanical difficulty, aided 
and abetted by marked muscular spasm. When 
both forearm bones are the seat of such in- 
juries, the problem becomes much more com- 
plicated. Where one of two parallel bones re- 
mains uninjured, the problem is easier as it 
will act as a natural splint and fewer open re- 
ductions will be necessary. 

Especially will open reductions be demand- 
ed in neglected fractures of days’ or weeks’ 
duration. These likely would have been eas- 
ily reducible at the outset but with the lapse 
of time and the contracture of surrounding 
and attached soft parts, reduction may have 
become difficult or impossible. Moreover, 
there is a marked tendency to slipping after 
reduction. Fibrous tissue-formation adds ma- 
terially to the difficulty. 

Another fracture in which open reduction 
and fixation must be considered, is the trans- 
verse fracture of the posterior part of the os 
calcis with its natural tendency to upward dis- 
placement due to the pull of the calf muscles. 
A well-placed bone peg should be sufficient to 
maintain reduction. 

Aseptic technique is of such vital import- 
ance as to warrant emphasis. Infections are 
inimical to good results. Meticulous care is 
necessary and unless one can command whole- 
hearted cooperation and a first-rate hospital, 
open operations should not be undertaken. 
Bone and joint tissues offer little natural re- 
sistance to bacteria. Infections in these parts 
are persistent and difficult of eradication. 
Strict Lane technique is difficult of effectual 
execution where the operating room force is 
constantly shifting. Fortunately, it is not in- 
dispensable and good work can be done with- 
out its use if every person having to do with 
the operation does his part well and the nu- 
merous small details are attended to. With 
preexisting infection, repair work on bones 
might well be postponed until the infection 
has been overcome. 

In case of small, isolated bone fragments 
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unlikely to heal or requiring too much loss of 
time in the process, it is often good practice 
to remove them, provided of course, that their 
absence will entail no loss of useful function. 
One, however, must exercise great care in this 
connection as the removal of important bone 
fragments of a major comminuted fracture 
may seriously compromise or even prevent 
bony union. The extirpation of too much viable 
bone in compound fractures is all too common. 

Mal-union, or vicious union, may require 
osteotomy with readjustment of the alignment 
and apposition, if the functional or cosmetic 
result is sufficiently bad. The possibility of 
non-union following such interference should 
be taken into consideration in deciding on the 
necessity for radical intervention. 

With the advent of the automobile and the 
increasing employment of high-powered ma- 
chinery in industry has come a great increase 
in multiple fractures. A number of fractures 
in a patient at the same time, has a definite in- 
fluence on that patient’s capacity for healing 
them. Too much work may be thrown sud- 
denly on the patient’s osteogenetic powers and 
calcium reserve so that non-union ensues in 
spite of excellent reduction and fixation. With 
less perfect treatment, the results are apt to 
be proportionately worse. Delayed reduction 
of fresh fractures is doubtless a frequent fac- 
tor in non-union. There should be a time- 
limit in the use of conservative methods for re- 
ducing fractures. Too much time is often wast- 
ed with various forms of traction. By the time 
reduction is finally accomplished, the bone 
may have lost its “urge” to heal, showing plain- 
ly that an earlier open reduction would have 
been far preferable. Of course, one must not 
be too quick to assume that there is non- 
union. It may be simply a delayed union 
which, with patience, will heal. The correct 
interpretation of the x-ray plates is a matter 
of paramount importance in ascertaining the 
presence of definite non-union. 

With definite non-union, open operation is 
no longer debatable except in such patients as 
are too old or otherwise debilitated. The frac- 
tured ends of the bone must be exposed and 
freshened, and intervening fibrous tissue re- 
moved.. At times, one must deal with hard 
eburnated bone and its excision may be de- 
manded. One should seek to bring healthy 
bone ends into contact. It is well to reestab- 
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lish the marrow cavity when closed over. 
Fresh, autogenous bone grafts are useful—al- 
most indispensable. The choice of osteo-perio- 
steal grafts, sliding inlay graft from the in- 
volved bone or of inlay or on-lay graft from 
the tibia, must remain a matter for the judg- 
ment of the surgeon as suited to the needs of 
the patient treated. Where there has been 
much loss or absorption of bone, making end- 
to-end approximation impossible, one has to 
consider the advisability of operative shorten- 
ing of the parallel bone in the leg and forearm. 
To expect the filling in of too great a defect of 
this nature may be to anticipate too much of 
the natural healing forces. 


Perfect results are not always obtainable 
in non-union cases, even in most experienced 
and skilful hands. If the first effort should 
fail, it is well to repeat the operation, as per- 
sistence is often rewarded with success. Dr. 
Albee has stated that he would repeat opera- 
tion as many times as needed to bring about 
bony union if he could continue to command 
the cooperation of the patient. 

In dealing with non-union of the neck of the 
femur, the procedure selected will depend up- 
on the condition of the neck. When absorp- 
tion has already taken place, the Whitman re- 
construction operation will bring about sta- 
bility and relieve most, if not all of the pain. 
If the neck of the femur persists with little or 
no absorption, a large bone peg of the auto- 
genous type placed in a drill hole through the 
greater trochanter and neck is an admirable 
procedure, treating the fractured ends as in 
other non-unions. Accurate reduction and fix- 
ation of the fresh fractures will eliminate the 
necessity for open operations in a large per- 
centage of the patients and there is little basis 
for the frequent complaint that these patients 
are too old to expect results. With the facili- 
ties now available for lateral x-ray plates, one 
should not be in doubt as to the accuracy of 
reduction of a fracture of the neck of the fe- 
mur. The Whitman method has long been a 
standard procedure though we are now hear- 
ing much about the use of Kirschner wires 
and the like for direct, internal fixation of 
these fractures. Whether or not such meth- 
ods represefit an improvement is still a moot- 
ed quesion. 

I have endeavored to present briefly a clear 
and accurate exposition of the subject with a 
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sort of resume of my personal experience 
preferable I hope to a stilted text-book deline- 
ation. I hope I have presented points of prac- 
tical importance which will prove helpful to 
those whose duty it is to care for seriously in- 
jured and disabled patients, many of whose 
conditions are baffling in the extreme and re- 
quire our best efforts and skill for relief. 
728-29 Medical Arts Building. 





Ocular Changes from Central Ner- 
vous System Syphilis and the 
Administration of 
Tryparsamid 


FREDERICK C. CORDES, M. D.* 
San Francisco 


(Read before the 46th Annual Session of the Arizona State 
Medical Association, April 23-25, 1936.) 


With the introduction of tryparsamid into 
neuro-syphilitic therapy, there has been a re- 
newed interest in ocular changes in syphilis, 
together with discussion regarding the effect 
of tryparsamid on the visual apparatus. 

Ocular changes in Syphilis: Once the spiro- 
chete has entered the organism, there is no 
stage of the disease in which eye symptoms 
from nervous system involvement cannot ap- 
pear. Systematic examinations of cerebro- 
spinal fluids have shown that pathological 
changes appear in a definite percentage of the 
early secondary stage and that muscle palsies, 
swelling of the optic nerve and abnormalities 
of the pupil are not uncommon. These chang- 
es are usually fleeting; they are not considered 
here. They may be, however, the only later 
signs of cerebral disease. 


I consider here the ocular signs in cerebro- 
spinal lues, tabes and general paralysis. In 
cerebrospinal lues, 30% show evidence of the 
disease during the lst year according to Lang’, 
while the majority of cases of tabes and gen- 
eral paralysis occur between the 6th and 11th 
years after infection. While these diseases are 
caused by spirochaeta pallida, their clinical 
manifestations, pathological picture and re- 
sponse to therapy are so varied that they will 
be considered separately. Combinations of 
these diseases occur and do not present a 


*From Division of Ophthalmology, University of Calif. Med- 
ical School. 
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“pure” picture. Cerebral lues may have psy- 
chic anomalies that make the differential diag- 
nosis of general paralysis difficult and spinal 
changes may produce a pseudotabes. 

In cerebral lues, the process attacks the 
meninges primarily, especially the pia mater 
and the vessels. In the meninges, the process 
develops either as a simple or a gummatous 
meningitis, or perhaps as a single, larger gum- 
matous swelling that simulates brain tumor. 
Should the brain be secondarily involved, it is 
known as meningoencephalitis. The involve- 
ment is usually an endarteritis perhaps caus- 
ing obliteration of the vessel with softening of 
that area of the brain. Circulatory disturbanc- 
es are also produced by pressure of gum- 
matous meningitis often located in the area of 
the chiasma between the peduncles in the fos- 
fa interpeduncularis. A glance at the topo- 
graphy of this area shows the many possibili- 
ties of damage to the sensory and motor func- 
tions of the eye. 

Meningeal disease produces almost constant 
headache and is a diagnostic sign in non-char- 
acteristic nerve lesions, especially if it shows 
nightly exacerbations. 

Choked disc with its typical signs may be 
present and cannot be differentiated from the 
choked disc of brain tumor. Nonne?, in the 
pvre-Wassermann era, reported a case of a 
woman, age 29, suffering from all the symp- 
toms of brain tumor who was operated upon 
and in whom the tumor mass was removed. 
Microscopic section showed a meningoen- 
cephalitis gummosa. 

Optic neuritis also occurs frequently in this 
type of lues. The optic neuritis is caused eith- 
er by an encroachment and extension of the 
basilar inflammation or by the rarer gum- 
matous disease of the optic nerve, usually an 
extension from the chiasma. Often at the time 
of the first ophthalmoscopic examination, a 
neuritic atrophy or a simple atrophy is al- 
ready present. Landegger* reports a case in 
which 6 months after the primary infection 
there was a bilateral neuritic atrophy with 
amaurosis of 1 eye and marked contraction in 
the field of the other eye. 

From the above, it is readily aheiaeal 
why a more or less regularly contracted field 
is so frequently seen in cerebrospinal lues. 
This does not mean necessarily, as shown by 
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the results of therapy, that the fibers have 
been damaged. Their function may be tempo- 
rarily impaired by pressure of the inflamma- 
tory or gummatous processes. The papillo- 
macular bundle is never involved alone as 
seen in the intoxications or multiple sclerosis. 
When the macular area is involved the field 
shows a wedge-like defect coming in from the 
periphery, although at times it is necessary to 
use small test objects to demonstrate this. 


The most characteristic field defect seen in 
lues of the central nervous system is a peculiar 
palpebral slit-like peripheral field contraction. 
The contraction is chiefly in the upper and 
lower portions of peripheral fields. The cen- 
tral visual acuity is usually unimpaired and 
the defect is discovered during a routine ex- 
amination as it rarely causes symptoms. Ac- 
cording to Lillie‘, who first called attention to 
this field, it is observed only in patients with 
syphilis of the central nervous system. 

Retrobulbar neuritis is a rare finding in 
cerebrospinal lues. Langenbeck® found that 
only 7% of all cases of retrobulbar neuritis 
were of luetic origin. 


Kollner® feels an important early sign of 
neuritis are scotomata for blue and violet, 
which he was able to demonstrate in 10 cases. 

The fact that the gummatous basal menin- 
gitis frequently attacks the chiasma, is well 
known. According to Uhthoff’, 19% to 20% 
of all temporal hemianopsias are luetic in or- 
igin. Either the chiasma itself is the site of 
the luetic lesion, or it becomes secondarily in- 
volved from the gummatous processes in its 
immediate vicinity. 

Bitemporal hemianopsia is rare; Uhthoff* 
found only 2 cases among 100. Bitemporal 
hemianopic paracentral scotomata have also 
been observed. The most common finding is 
temporal hemianopsia with amaurosis of the 
other eye. A case of true binasal hemianopsia 
has been reported by Sequini’. 

Lesions in the region of the hypophysis may 
produce dysfunction, as shown by de Schwei- 
nitz’ and others. There may be dystrophic 
symptoms combined with temporal hemianop- 
sia. The occurrence of polyuria and polydip- 
sia in basalar lues has long been recognized. 

The fundus may be normal in disease of the 
chiasma but when the process has long en- 
dured, atrophy is often present. 
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A lesion in the optic tract can be consid. 
ered the cause of homonymous hemianopsia 
when descending atrophy hemianopic pupil- 
lary reaction and one-sided pupillary dilation 
are present. 

Ocular Muscles: The oculomotor nerve is 
frequently involved. This is not surprising 
when one remembers its exit in the interpe. 
duncular fossa a common site of basilar gum- 
matous processes. In addition to the extrinsic 
muscles, the sphincter and accommodation are 
frequently involved. Isolated muscles often 
are affected. Thus unilateral or bilateral 
ptosis occasionally accompanied by pupillary 
disturbances, is common. At times, there may 
be just fleeting paresis although this is more 
characteristic of tabes. The isolated involve- 
ment of the superior rectus is also frequently 
seen. Involvement of the 6th nerve is relative- 
ly frequent and is often bilateral, while lesions 
of the 4th nerve are infrequent and usually 
unilateral. 

Even though inequality of the pupils and 
disturbances of the reflex mechanism are seen 
in cerebral lues, the characteristic picture of 
the Argyll Robertson pupil belongs primarily 
to tabes and general paralysis. In cerebral 
lues, inequality of the pupils and the sluggish 
reflexes are usually accompanied by oculo- 
motor symptoms. Loss of light reflex with 
retention of convergence reaction is seen fair- 
ly frequently. Isolated ophthalmoplegia in- 
terna is a rare finding. 

Involvement of the trigeminus with resultant 
keratitis neuroparalytica, and facial followed 
by lagophthalmus, may also occur. 

Three important eye signs are present in 
the initial or early stage of tabes: Temporary 
muscle pasies, disturbances of the pupillary 
reflexes and optic atrophy. These may ante- 
date the real symptoms of the disease by many 
years. ‘ 

The usual ophthalmoscopic picture of tabes 
is a uniform, primary optic atrophy with clean- 
cut disc margins. Blurred disc margins and 
a grayish color are suspicious of complica- 
tions either of a basilar nature or a congenitai 
nerve condition: (pseudo neuritis). The ves- 
sels only rarely show changes from the nor- 
mal in course and caliber. 

The picture of atrophy usually exists before 
the patient observes visual disturbances or 
other symptoms that bring him to the physi- 
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cian. The visual disturbances may be slight 
even with the ophthalmoscopic picture of 
complete atrophy. Thus, the fields may show 
great variation in cases that appear to be 
equally involved. Rather frequently, there is 
marked contraction of the color fields before 
there is involvement for form. 


As pointed out by E. Fuchs", central scoto- 
mata also may appear. In these cases in contra 
distinction to the scotomata of intoxication, 
the periphery is also involved. 

E. Fuchs’? and Zimmerman", among oth- 
ers, have reported bitemporal hemianopsia. 
This is now considered as being due to a sym- 
metrical peripheral contraction or from a bas- 
ilar involvement. Binasal hemianopsia, as A. 
and J. Pines!? pointed out, must be consider- 
ed a chance symmetrical localization of lesions. 


The value of light adaptation as an early 
symptom is still doubtful. The course of the 
atrophy is progressive and practically always 
leads to blindness although stationary for 
years. 


The pathogenesis jis still doubtful but it 
seems to be fairly well established that the de- 
generation is primarily in the optic stem or 
perhaps the chiasma and not the retina. 

Temporary muscle palsies with resulting 
fleeting diplopia have long been recognized as 
typical of tabes. In the later stages, the pal- 
sies may persist. Of the various muscles those 
supplied by the 3rd and 6th nerves are about 
equally involved, while lesions of the 4th nerve 
are rare. Involvement of associated move- 
ments also is occasionally seen. 

Pupillary changes: The Argyll Robertson 
pupil has long been associated with tabes. The 
typical pupil that reacts normally or hyper- 
actively to convergence but not to light is in- 
dicative of syphilis and is usual with tabes or 
general paralysis. The pupils may be normal 
in size, abnormally small, unequal and may di- 
late imperfectly with mydriatics. According 
to Uhthoff!* they are associated with myosis 
in 30% of cases, while Mott'* found that in 
15% of the cases the pupils are inactive to 
both light and accommodation. Lowrey and 
Benedict!® found abnormal pupillary changes 
in 70% of their cases. Only rarely is tabes 
seen without pupillary changes. 

General paralysis is frequently associated 
with tabetic symptoms. Reports of field chang- 
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es without demonstrable fundus pathology in 
these psychically ill patients, cannot be con- 
sidered reliable. The percentage of optic atro- 
phy and muscle palsies, however, is smaller 
than in tabes. According to Uhthoff!*® these 
changes occur only about half as often as in 
tabes. 

As the result of inadequate treatment, con- 
genital lues may produce lesions of the cen- 
tral nervous system, comparable to the ac- 
quired type. 

Congenital lues may cause cerebrospinal 
changes with optic neuritis and occasionally 
an optic atrophy of the non-tabetic type. In 
addition, muscle palsies comparable to the ac- 
quired type have been described. Pupillary 
disturbances with or without changes in ac- 
commodation are an important sign of disease 
of the nervous system. Usually,the pupils are 
dilated and more or less fixed. Nonne’® and 
Fleck!” reported Argyll Robertson pupils, in 
adults with congenital lues, in whom this was 
the only sign of involvement of the nervous 
system. 

The clinical entity of juvenile tabes from 
congenital lues is well established. Parker’® 
has shown that the predominating sign is op- 
tic atrophy, which occurs 2 to 3 times as often 
in children as in adults. The atrophy is usual- 
ly progressive and the prognosis poor. The pu- 
pillary changes are similar to those of the 
adult type excepting that miosis is seen more 
rarely. Muscle palsies are infrequent in juve- 
nile tabes. 

Juvenile paralysis is seen more frequently 
than is tabes. According to Schmidt-Kraepe- 
lin’®, optic atrophy occurs more frequently 
than in the acquired type. In addition, in the 
congenital type, the pupillary changes show 
a higher percentage of mydriasis, loss of light 
and accommodation reflexes than do those of 
the acquired type. 

From the therapeutic point of view, the 
prognosis of eye complications is usually good 
in cerebral lues; the earlier the disease is 
treated, the greater the possibility of complete 
recovery. In tabes and general paralysis, the 
prognosis is not good. In as much as these dis- 
eases are often associated with cerebral lues, 
energetic therapy should be instituted, as 
some of the lesions due to the meningitis, etc., 
will clear under the therapy. 
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In recent years, tryparsamid has been used 
effectively in the treatment of central nervous 
system lues. Because of reported untoward ef- 
fects of the drug on the optic nerve, there has 
arisen a good deal of confusion regarding its 
safety. 


The ocular symptoms from tryparsamid can 
be divided into two groups, according to Lil- 
lie*; (1) Subjective symptoms consisting of heat 
waves or other types of scintillating scotomata 
that occur after the 2nd or 3rd injection; oph- 
thalmoscopic examinations and fields are neg- 
ative; when treatment is discontinued, the 
symptoms disappear and after a short interval, 
can usually again be instituted without symp- 
toms; (2) a contraction of the field of vision, 
usually, slowly progressive, but occasionally 
rapid with loss of central vision; during this 
time, the optic nerve may develop palor or 
even show signs of simple optic atrophy. 


Whether or not the drug is neurotropic, is 
still’ unsettled. Were the drug neurotropic, 
retrobulbar neuritis, as produced frequently 
by alcohol, tobacco, etc., should be present. 
This syndrome, however, has not been observ- 
ed where it could be attributed to tryparsamid. 
At the present time, it is generally accepted 
that tryparsamid activates latent ocular syphi- 
lis, according to Lillie*, “either through idio- 
syncrasy, as suggested by the subjective symp- 
toms or through a provocative syphilitic pro- 
cess.” 

Lazar”, and others, have been unable to 
demonstrate experimentally, changes in the 
optic nerve, chiasm or brain of lower animals 
attributable to tryparsamid. That the drug 
can precipitate permanent damage to the vis- 
ual apparatus, can be doubted. 


Patients to be treated should have a careful 
ophthalmic examination, especially visual field 
studies, before treatment is instituted, and for 
the first 3 to 6 doses, and fields should be ex- 
amined before the next treatment is given. 

The vital ophthalmic tests are those of fields 
and visual acuity and not fundus examination, 
in which no change may appear until weeks 
after the damage has been done. Symptoms 
rather than signs, however, furnish the real 
warnings. 

Mayer and Smith *! and others, feel trypar- 
samid causes no increase in an atrophy where 
syphilis has previously caused damage. Lazar”° 
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on the other hand, feels that the presence of 
optic atrophy or constricted fields are posi- 
tive contra-indications for the use of the drug 
Stokes** states if warning signs appear, the 
drug should be completely and immediately 
discontinued. 


At the University of California luetic clinic, 
under the direction of Dr. Norman Epstein, 
5,000 gms. of tryparsamid have been given 
since 1932. The dose consists of 2 gms. weekly 
for 15-25 doses. We feel that atrophy is no 
contraindication but have advised against its 
use in optic neuritis. Patients are carefully 
examined in the eye clinic before treatment is 
instituted, and following each of the first 6 
injections. In only a few instances have there 
been field changes that warranted discontinu- 
ance of the drug. One of these was later 
shown to be a case of hysteria. 


Where symptoms appeared, the drug was 
stopped for 3 to 4 months and then in almost 
every instance, could be tolerated. There have 
been no cases of loss of vision that could be 
attributed to tryparsamid. 


The percentage of danger from tryparsamid 
is no greater than in some other preparations, 
providing the proper precautions are used. Of 
these, the visual acuity and careful field 
studies during the first 6 treatments are of 
the greatest importance. 


Dr. Geo. N. Hosford (San Francisco): Dr. Cordes 
has given us a thorough presentation of the sub- 
ject. Whether the disease or the treatment 
causes the damage to the eye grounds is proble- 
matical. Literature proves the situation either 
way. The only way to settle the matter is on 
theoretical grounds. An examination of the eyes 
before treatment is instituted and after the first 
few injections, as pointed out by Dr. Cordes, wiil 
demonstrate whether field changes warrant the 
discontinuance of the drug. Many consider it wise 
to discontinue the drug when under suspicion. 
However, we should not blame the drug for an 
optic neuritis in a syphilitic until we are sure that 
nothing in our way of investigation or treatment 
is at fault. 

DR. CORDES: Literature does report cases of 
blindness due directly to the use of the drug. In- 
our experience we have had none of these cases, 
yet we recognize their possibility. 

384 Post Street. 
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DINITROPHENAL CATARACT 





HAROLD F. WHALMAN 
Los Angeles 


(Presented before the 46th Annual Session of the Arizona 
State Medical Association, April 23-25, 1936). 


At the meeting of the American Medical 
Association at Atlantic City in June, 1935, 
Tainter, Stockton and Cutting', read their final 
report on the dose of alpha-dinitrophenol as 
a metabolic stimulant in the treatment of 
obesity. They reviewed previous clinical re- 
ports on the action of the drug under different 
conditions, and its effect on various body func- 
tions. These studies had shown no evidence 
of kidney or liver damage, or alteration of the 
blood cell, count and, characteristics. Their 
experimental work and clinical experience 
with the drug had been for 4 years, during 
which time it had been administered to hun- 
dreds of patients. 


Summary of Cases: Their final report in- 
cluded 170 cases, 150 of which were women. 
Ninty-nine had no previous treatment and 71 
had been either on diet, thyroid, or combined 
treatment. In their series the only treatment 
was dinitrophenol, and the patients were ad- 
vised to partake of a normal but inexcessive 
diet, not rigidly coontrolled. 

The drug used was the sodium salt of 2-4 
alpha-dinitrophenol of a melting point be- 
tween 296 and 298 degrees centigrade. It was 
of the highest purity obtainable from com- 
mercial sources; but chemical tests were made 
because certain products had been found by 
them to be highly contaminated and unsafe 
for medicinal use. 

The method of administration was 100 mgms. 
daily for the 1st week, then 200 mgms. daily 
for several weeks, succeeded by a gradual in- 
crease until the level of tolerance was reached 
or satisfactory weight reduction achieved. All 
patients were advised to drink liberally of 
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water to avoid dehydration. The therapeutic 
symptoms produced were those of increased 
heat production, such as a sensation of warmth, 
increased perspiration, dyspnea on exertion in 
some cases, and a variable effect on the ap- 
petite and vitality. 


Table 1—EFFECT OF DINITROPHENOL ON BASAL 
METABOLISM 





ations 


++++++) Average Meta- 


On W.ng 


Number of 
Determin- 
bolic Rate 
per cent 
per cent 








Ld 


ntrol 


Qorswo 


1 
2 
3 
4 
5 





Table 2—RATIO BETWEEN DOSAGE AND WEIGHT 
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Toxic symptoms did not occur in patients 
taking less than 300 mgms daily. The symp- 
toms were from increased capillary permeabil- 
ity with escape of fluid into the tissues and 
consisted of maculopapular rashes, urticarial 
wheals, and extensive localized edema. The 
patients experienced intense burning, weak- 
ness, syncope, and prostration. From such pa- 
tients the drug was immediately withdrawn 
and bed rest and forced fluids were prescribed. 
Hypodermics of epinephrine gave some relief. 

Exp’anation of Tables 1-5 (Tainter, et al’): 
The effect of dinitrophenol on the basal me- 
tabolic rate as shown in table 1, was a marked 
increase in direct proportion to the dose. Table 
2 shows the ratio between dosage and weight 
loss, which is also in direct proportion. Table 
3 reveals that previous treatment by other 
means did not influence the rate of response 
to dinitrophenol. In tables 4 and 5 complete 
blood studies are recorded showing no al- 
teration of the red blood cells or leucocytes. In 
conclusion the authors recommended dini- 
trophenol for the treatment of obesity where 
dietary measures and thyroid therapy were 
unsuccessful. 
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Subsequent to this Koch, Lee, and Tainter? 
reported experimental studies on the affect of 
dinitrophenol on liver function. Three dogs 
were treated with one control. All were fed 
unlimited diet, and the treated dogs lost weight 
continuously. The drug was administered in 
increasing doses of from 10 to 40 mgms. per 
kilo of body weight, for 6 months. Weekly liver 
function tests with rose bengal showed no evi- 
dence of liver damage, and the dogs eventual- 
ly died from prostration, by hyperpyrexia and 
hyperoxygenation. Complete necropsy and his- 
tological studies revealed no alterations in liver 
or other body tissue. 


Whereas Tainter, Cutting and Stockton re- 
ported their studies as final, from the ophthal- 
mologists standpoint it was just the beginning, 
and practically simultaneously with that pub- 
lication reports began to appear from various 
parts of the country regarding the cataracts 
in patients who had been using dinitrophenol. 


Horner*, Boardman*, Cogan®, Lazar*, Knis- 
kern‘, and Allen‘, in July and September, pub- 
lished cases of cataract occurring coincident 
with the use of dinitrophenol as a reducing 
medicine. Since that time a number of auth- 
ors in different medical publications have re- 
corded their observations on cataracts in pa- 
tients who had been using this drug. The 
largest series is that published in the California 
and Western Medicine, April, 1936, by Rodin 
of San Francisco of 32 cases gathered from col- 
leagues in his vicinity. 


These cataracts have new and peculiar char- 
acteristics which may well define them as a 
distincty new clinical entity. They resemble 
somewhat, cataracts complicata, which is char- 


acterized by posterior cortical opacities, and in ° 


rapidity of development to traumatic cataract 
with direct injury to the lens. Their delayed 
appearance corresponds somewhat to the de- 
layed appearance of lens changes subsequent 
to blunt injuries of the eye. 


Beginning Visual Symptoms: Clinically the 
patients complained first of slight impairment 
of vision, which in some instances was im- 
proved by a change in glasses, the change being 
generally indicative of an increase in the re- 


fractive index of the lens of the eye. After 


the first signs of impaired vision there was a 
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rapid development to complete blindness ex- 
cept for light perception. 


Analysis of Cases: With only one exception 
the reported cases have been women, ranging 


in age from 25 to 67 years. Three-fourths of 


the cases reported have been between the ages 
of 25 and 45. Duration of the reducing treat- 
ment varied from 1 to 24 months, the average 
being 10 months. In some instances the drug 
was discontinued because of the appearance of 
cataract, but in fully half the cases lens changes 
appeared from 1 to 13 months after discontinu- 
ing the drug, the average of this group being 
4 months. In most instances these patients 
were relatively obese and lost considerable 
weight as a result of their treatments, but in a 
few instances they were women of practically 
normal weight who desired to lose only a few 
pounds. Therefore these cataracts occur with- 
out regard to the amount of drug taken, weight 
lost, or discontinuance of the dinitrophenol. 


Spaeth® of Philadelphia reported a case as- 
sociated with clinical and laboratory signs of 
parathyroid tetany, and in his case complete 
liquifaction excepting a small crenated nucleus 
had occurred. It was his opinion that had 
sufficient time elapsed complete absorption of 
this liquified cataract might have ensued. 


Horner makes reference to the biproduct 
of dinitrophenol called dinitronaphthol which 
may be contained as an impurity of the drug 
and may be a factor in the production of the 
cataracts after the manner of development of 
naphthol cataracts. 


All authors have reported similar changes 
in the lens structure. A study of the cataracts 
with the biomicroscope reveals certain char- 
acteristic changes. The cornea is usually clear 
but may be steamy if the intraocular tension is 
lightly elevated. The aqueous humor shows 
an increased flare. The anterior capsule of 
the lens is at first spotty, dry, and lusterless; 
later irregular pearl-grey opacities appear ia 
the deeper layers of the cortex. Concurrent 
with the early changes in the anterior portion 
of the lens, a polychromatic luster can be seen 
in the zone of specular reflexion in the pos- 
terior cortex. These alterations are followed 
by a marked swelling of the lens and the em- 
bryonic suture lines seem to be completely 
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shattered by dark spaces resembling fluid 
clefts. If the condition is seen later than this 
there is almost complete disintegration of the 
lens and nucleus, the extent of which can be 
ascertained with a fair degree of accuracy by 
careful slit lamp study. The age of the in- 
dividual determines the extent of these changes 
to some degree, particularly with regard to 
the amount of nuclear change. The vitreous 
structure appears to be normal in all cases, 
both during the early stages of the develop- 
ment of the cataract when the vitreous can 
be seen and also after cataract extraction. 


The alterations described are believed to be 
due to damage of the capsule of the lens af- 
fecting its permeability. This effect when once 
established seems to be permanent and the 
balance of the change appears to be due to 
hydrolysis rather than chemical precipitation 
of lens substance. 


Accompanying this marked swelling of the 
lens there is naturally an increase in intra- 
ocular pressure which varies from a few points 
above normal to acute glaucoma. In all in- 
stances the anterior chamber is very shallow. 


These cataracts are amenabe to surgical 
treatment, and the visual results are good. With 
complete disintegration of the lens fibers in 
most instances, the method of linear extraction 
has proved to be the best procedure, and I 
have performed it in patients up to 50 years 
of age. It may be necessary to make a dif- 
ferent approach in some individuals past 45 
years of age where nuclear sclerosis is present. 
Horner advises a small corneal incision with 
a conjunctival flap which can be enlarged if 
necessary to deliver a sclerosed nucleus. It 
is my opinion however that where there is 
marked swelling of the lens nuclear swelling 
can also be noted with the slit lamp and 
the operative procedure anticipated. A broad 
keratome incision followed by removal of a 


large piece of anterior capsule with forceps 
enables one to wash out the fragments of lens 
without difficulty. In most instances it is pos- 
sible to obtain a round pupil, as the patients 
are relatively young and the pupillary spincter 
tone is good. This is of distinct advantage 
from a visual standpoint and particularly as 
the patients usually are young. 
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TABLE 4—EFFECT OF DINITROPHENOL ON 
WHITE BLOOD CELLS 
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TABLE 7—TABULATION OF CASES 
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CONCLUSIONS 
. In justice to Tainter and his co-workers, 
it must be conceded that they gave adequate 
experimental and clinical trial to dinitrophenol 
before recommending it. 


2. This report comprises about 100 cases 
occurring in California, although the statistics 
on about 20 cases are not in my tables, but are 
cases which have been communicated to me 
personally from physicians who were not able 
to furnish all the data. 

3. These cataracts form a new and distinct 
clinical entity as evidenced by the rapidity of 
development, the marked swelling of the lens, 
its bilateral occurrence, and its incidence in an 
age group where cataracts are not ordinarily 
expected. 

4. It is a coincidence that all but one of 
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these cases have been women and all relatively 
obese, except several who took the drug mere- 
ly to lose a few pounds. 

5. It is most disconcerting that cataracts 
develop many months after the drug has been 
discontinued—several on record being 12 
months. 

6. It is my opinion that from a surgical 
standpoint the majority of these cases are best 
operated by the method of linear extraction, 
leaving a round pupil. 

7. With the exception of 1 or 2 instances 
all operative cases reported and in my own 
experience have had excellent visual results 
and there has been no damage observed to the 
other structures of the eye. 
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DISCUSSION 


Dr. D. F. Harbridge: The first cases in this 
country to attract our attention were those occur- 
ring in the San Francisco Bay region. The British 
Journal, within the year, has made some reference 
to the matter. The cataracts prevail with no in- 
stances of frank glaucoma. Last January or Feb- 
ruary, I thought I had two cases. Both cases ad- 
mitted the use of the drug. I found the nucleus 
of the lens quite clear with the tension practically 
normal. 

Dr. Cordess: I shall add only a few words. Dr. 
Whalman has been most thorough in his presenta- 
tion. Patients, upon learning of cataract, still dis- 
like giving up the drug. They state they feel bet- 
ter under the use of the drug and seem to dislike 
associating its use with the cataract. In reply to 
Dr. Harbridge, I have had one patient with typical 
bilateral glaucoma. After the operation no further 
trouble was experienced. 

Dr. Hosford: ..In California it is still possible to 
purchase dinitrophenol. I thought it was to be 
ruled out state wide. I would earnestly suggest 
that men in the Public Health service take meas- 
ures to see that the thing is stopped. The number 
of damage suits pending over its use in San Fran- 
cisco is appalling. Many take the drug against 
the advice of their physicians. 

Dr. Whalman: I have seen 3 definite cases of 
glaucoma. In this type of cataract, many take 6 
months to mature. I predict that the 2 cases men- 
tioned by Dr. Harbridge will go on to maturity. 
With patients loathe to give up the use of the drug, 
its sale should be stopped. 


LABORATORY AIDS IN DIAG- 
NOSIS OF ENTERIC INFEC- 
TIONS 





Miss M. Greenfield, Chief of Public Health Labora- 
tory, New Mexico Bureau of Public Health 
Santa Fe, New Mexico 


(Read at the meeting of the New Mexico Public Health As- 
sociation at Carlsbad, May 7, 1936.) 


From June to early October, we spend about 
three-fourths of our time on problems connect- 
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ed with the enteric diseases. I assume that the 
health officers spend a goodly part of their time 
in those months on similar problems. These 
facts justify our considering the enteric diseas- 
es particularly as they demand close coopera- 
tion between the health officers and the lab- 
oratory. 

The assistance the laboratory can give is aid 
in diagnosis, release of quarantine and search 
for carriers. As an aid to diagnosis of typhoid 
fever we offer the blood culture, Widal reac- 
tion and under certain conditions examina- 
tion of stool specimens. The blood culture is 
decidedly the method of choice during the early 
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part of the infection. The graph showing the 
time of the development of agglutinins in the 
bood is made from data gathered from macros- 
copic agglutinations since it only gives depend- 
able results. We use both formalin killed and 
alcohol killed antigens. These antigens give 
the H and O agglutinins respectively. Inocula- 
tion with typhoid vaccine induces both H and 
O agglutinins; but the former are usually pres- 
ent in much higher titer. The O agglutinins 
decrease much more rapidly than do the H 
agglutinins. In typhoid infection, the O ag- 
glutinins appear earlier than do the H and 
most patients develop the O or somatic ag- 
glutinin in a much higher titer. The O ag- 
glutinins decrease more rapidly than the H 
during convalescence. H agglutinins indicate 
that the individual has had typhoid infection 
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or vaccination. O or O and H agglutinins in 
1/80 dilution or more indicate a typhoid or in- 
fection with a closely allied organism. An in- 
crease in the titer of the O agglutinin is highly 
significant. For this reason more than one 
Widal should be done. From a wet blood speci- 
men for a Widal, the clot is cultured; if the 
infection is typhoid or paratyphoid the offend- 
ing organism may be isolated. 

Examination of stool specimens may aid the 
diagnosis of typhoid or paratyphoid and is the 
only method to be used to release quarantine 
or to search for carriers. Isolation and identi- 
fication of pathogenic organisms from stools 
are the most difficult problems which con- 
front a laboratory, and can only be accomplish- 
ed by the closest cooperation between the lab- 
oratory and the epidemiologist. Leon C. Ha- 
vens wrote: 


“The necessity for trained personnel in the field 
cannot be too strongly emphasized. It is only when 
careful epidemiological investigations have pre- 
ceded the collection of the specimen .. ., that re- 
sults of value have been obtained. When the field 
work has been left to untrained, uninterested per- 
sons, there is injudicious selection of specimens, 
they are almost invariably improperly collected, 
there is a delay in shipment to the laboratory, and 
the result is failure.” 


A break in the chain will almost surely give 
negative results and false assurance. 

If stool specimens could be examined within 
an hour after being passed, much difficulty 
would be eliminated. This is an impossibility; 
therefore, the original condition of the speci- 
men should be preserved. The pathogenic or- 
ganism, if present, must be kept viable and 
growth of saprophitic organisms must be in- 
hibited. The difficulties are both universal and 
specific — specific because of differences of 
climates geographic locations aid field per- 
sonnel. For some time we used a 30% glycer- 
in, isotonic salt and brilliant green solution in 
bottles in which to ship stool specimens. A 
30% glycerin in isotonic salt solution, and 
0.5% lithium chloride, buffered with potas- 
sium and sodium phosphate to hold at a pH of 
7.5 is now being used. This is an attempt to 
decrease the growth of normal fecal organisms 
and the resulting acidity which kills the bac- 
terium typhosum and bacterium dysenteriae. 
Bacterium dysenteriae is extremely sensitive 
to acid. 

New Mexico has a problem of dysentery and 
summer diarrhea. We speak of the disease 
produced by the bacilli first identified by, 
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Shiga in 1898 in Japan, Flexner in 1900 in the 
Philippines and Kruse in 1900 in Germany, 
as bacillary dysentery or summer diarrhea. Its 
prevalence is determined by a number of fac- 
tors, among which are general sanitation, nour- 
ishment of the population, housing, conditions, 
and prevailing temperature. Fly prevalence 
and disposal of human excreta seem highly 
important. When the general public realizes 
that much of so-called summer diarrhea is an 
infectious disease spread in the manner that 
typhoid fever is spread, and not simply an in- 
testinal disturbance caused by eating green 
apples, etc., we shall have gone a long way in 
its control. Dysentery is distinctly seasonal, 
and definitely related to fly incidence. Many 
interesting experiments definitely prove that 
flies carry the bacilli of bacillary dysentery. 

The “dysentery bacillus” embraces many 
types differing greatly in pathogenicity. Con- 
fusion exists in the terminology. However, 
they may be roughly grouped into mannite 
and non-mannite fermenters. Among the non- 
mannite fermenters, the most important is the 
bacterium Shigae. It produces a definite toxin 
for which an antitoxin may be developed. In 
man it localizes chiefly in the large intestine. 
The organisms are not in the blood stream, but 
agglutinins appear after the disease is well de- 
veloped. The bacillus enters the body by 
means. of infected food and contaminated 
hands. The first symptoms may develop in 12 
hours. 

Among the mannite fermenters are bac- 
terium flexni, including a number of different 
races termed in America, Flexner, Hiss Y. 
Strong, Russell, and in England V, W, X, Y, 
and Z. These races cannot be separated cul- 
turally and only in part by agglutination reac- 
tions. However, they do contain somatic anti- 
gens in different proportions and can be sep- 
arated by absorption tests together with the 
agglutination tests. In addition we have Son- 
ne’s bacillus which ferments lactose slowly and 
is sometimes associated with dysentery, espe- 
cially in children. This is not true in England, 
but several epidemics by this organism have 
been reported in the eastern states. The dis- 
ease produced by the mannite fermenters is, 
on the whole, less acute than that produced by 
bacterium shigae. However, the identification 
of the organism from the stool is the only true 
way to determine the type of infection. Since 
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it is primarily important to know if a given 
individual or a group of individuals is infected 
with a mannite or non-mannite fermenter, it 
will be the policy of the State Laboratory to 
report positive cases as Shiga, Flexner, or Son- 
ne. This gives the needed information as soon 
as possible; the races involved is worked out as 
time permits. 


Both Shiga and Flexner infections have oc- 
curred in a single outbreak. In the United 
States the Flexner type of infection is the 
more frequent. Only Flexner organisms have 
been isolated in this state. However, there is 
evidence that Shiga infections have prevailed 
in certain parts. During the fall of 1934, we 
ran agglutination tests on sera from healthy 
Pueblo Indian children by the macro 
technic with four formalin killed antigens from 
bact. shigae, flexneri, Hiss and Sonne. Of the 
526 sera 67% gave agglutination in a dilution 
1/80 or above with shiga antigen, 15% with 
Flexner and Hiss, and 12% with Sonne. The 
agglutination with the Flexner and Sonne an- 
tigens means very little, except in high dilu- 
tions. However, the agglutinations of the Shi- 
ga antigen can not be ignored as Topley, Wil- 
son, Carter, Dudgeon, Tenbroek, and Havens 
say that an agglutination of a Shiga antigen in 
a dilution of 1/40 to 1/64 indicates that the in- 
dividual has or has recently had an infection 


TABLE I—SUMMER DIARRHOEA 





No. Cases with 
Dysentery Bacilli 
Bact. Flexner 

Per cent 


Per cent Shigae 
and Flexner 


Flexner 1902-3 
Tenbroeck 1915-16 
Rockfeller Institute 
Boston 

Davison 1919 
Birmingham 
Dudgeon 1919 874 
Salonica Exped. 


no 
So 
an 
Doe 
Ss 
om) 
i} 
_ 


23.0 46.0 


38.3 57.3 





TABLE II—(TOPLY AND WILSON 1929, PRINCIPLES OF 
BACTERIOLOGY AND IMMUNITY 1022) 
Showing Proportion of Recoveries of Dysentery Bacilli from 
Different Types of Feces (1919) 
Total Number of Cases Examined 3,125 





Blood and Mucus 
Diarrhoeic Stools 
and Mucus 
Diarrhoeic Stools 





1,103 741 1,281 
644 or 60.2% 160 or 21.6% 50 or 3.9% 
439 or 39.8% 581 or 78.4% 1,231 or 96.1% 


Number Examined 
Positive 
Negative 
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from bact. shigae. Sera from some of these 
cases were sent to the National Institute of 
Health, Army and Navy Hospital, and Johns 
Hopkins for a check, and in every instance 
upheld our results; and in some sera reactions 
were reported in even higher dilutions than 
we had reported. The agglutinins for Shiga 
usually remains in the sera not more than a 
few months. The sera from 39 of these chil- 
dren were retested after they had been living 
approximately 6 months in the good sanitary 
conditions of the Indian School. While in the 
fall: of 1934 all the sera agglutinated the Shiga 
antigen in a dilution of 1/320 or higher, in May 
of 1935 only 5 reacted, 2 in a dilution of 1/80 
and 3 in a dilution of 1/160. Twenty-nine of 
these children again were retested 14 months 
after the first test and only 1 serum reacted 
and that in a dilution of 1/320. During the 
school year the child had been well, but we do 
not know its history during the summer of 
1935. Undoubtedly these children had had ill- 
ness during the summer of 1934 which pro- 
duced immune bodies in their blood sera which 
agglutinated the Shiga antigen in high dilu- 
tions. Since the only way to prove a bacillary 
dysentery infection is to isolate the organisms, 
we cannot state that these children had Shiga 
infections during this time, but the state- 
ments of the scientists just quoted indicate that 
they might have had. We ran 21 agglutination 
tests during the fall of 1935 and found only 
one reaction in 1/80 with the Shiga antigen. 
This suggests that dysentery infection of the 
Shiga type might not have been as prevalent 
in 1935 as in 1934. The physicians of the In- 
dian Service have told me that they had much 
less summer diarrhea among the children dur- 
ing 1935 than during 1934. 


The evidence of a possible Shiga infection 
in the state would seem to be of enough inter- 
est to warrant our combined efforts to prove 
or disprove it. It is of scientific interest to de- 
termine definitely the type of bacillary infec- 
tion prevalent, whether mixed or purely Flex- 
ner’; if Shiga infection exists, it should be 
known as treatment with Shiga immune sera 
reduces the mortality to about one-third. Since 
the Flexner bacilli do not produce the extra- 
cellular toxin, its immune sera is not so ef- 
fective. It has been shown that prophylactic 
vaccination with killed cultures reduces the 
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incidence of dysentery. Intramusular vaccina- 
tion with Shiga strains produces severe reac- 
tions from the toxin. It is necessary to use 
mixed strains as immunization against one 
does not protect against another. The immuni- 
zations last only a few months. Besredka in 
1922, and others later, have used an oral vac- 
cine of all strains and demonstrated a degree 
of protection. Use of oral vaccine almost elim- 
inates the disagreeable reactions accompany- 
ing other vaccines. 


What can we as a health unit do to deter- 
mine the type of dysentery infection prevalent 
in the state? The macroscopic and microscopic 
appearance of bacillary stool specimen is char- 
ateristic, and the field representatives should 
familiarize themselves with it. 


“During the next 24 hours the evacuation con- 
sists of bright red blood, semi-opaque mucus and 
a clear fluid. Microscopically there are a large 
number of red cells, abundance of pus cells which 
may be clumped, epithelial and endothelial cells. 
From the 2nd to the 4th day the stools consist of 
semi-opaque mucus, ilttle blood and opaque fluid. 
Bright red blood is no longer a predominant fea- 
ture: the fluid now becomes opaque and micro- 
scopically, it consists almost entirely of pus cells. 
About the 5th day in a severe case little or no 
blood is to be seen macroscopically and the mucus 
appears purulent. Microscopically about 90 per 
cent of the cells are pus cells; the remaining 10 
per cent consist of a few red cells, lymphocytes, en- 
dothelial, epithelial and plasma cells. At _ this 
period, coagulation necrosis. and ulceration of the 
mucosa are taking place. Quite often at this state 
or a little earlier one encounters blood and clear 
mucus in the evacuations, which indicates a bac- 
illary dysentery of one day’s duration, due to ex- 
tension of the disease to a fresh area. After the 
fifth day, depending upon the severity of the case, 
fecal matter reappears in the stool. “Tays of 
mucus” which may be present at this period or lat- 
er, consist of degenerated pus cells, endothelial 
and epithelial cells. In the fecal portion of the 
stool pus cells occur singly or in small groups of 
three or four.” 


That portion of the stool carrying the great- 
est number of dysentery organisms is the mu- 
cus and pus. Recovery of dysentery bacilli can 
best be made when the mucus is most preva- 
lent; 60.2% of the recoveries were from stools 
with both blood and mucus, 21.6% from stools 
showing mucus but not blood, and only 3.9% 
from diarrheic stools that had neither blood 
nor mucus. 

The collection of specimens and their exam- 
ination by the laboratory is expensive in mon- 
ey and time. Therefore, it seems best to col- 
lect and examine for diagnosis only specimens 
that have some probability of yielding results. 
Specimens collected more than 4 or 5 days af- 
ter the onset of the disease will yield poor re- 
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sults for 3 reasons: the number of dysentery 
bacilli is materially decreased at this time; the 
amount of fecal material definitely increased, 
thus encouraging overgrowths by other organ- 
isms; and the bacteriophage of d’Herelle is in- 
creased, tending to lyse the specific organism. 
Un'ess a specimen can be collected at the 
proper itme, with the macroscopic appearance 
of a stool of bacillary dysentery, it would seem 
best not to send it, saving time and money and 
avoiding the assurance of false negatives. This 
also eliminates stools from individuals suffer- 
ing from intestinal disturbances due to food. 


We have tried sending plates to the field to 
be inoculated. We have had rather indifferent 
results. Some of the difficulties are dried 
plates, overgrowths with molds, broken plates, 
and lack of early incubation. Dysentery bacilli 
grow best and show most characteristic 
growths at body temperature. The 1 to 2 day 
incubation at room temperature in transit to 
the laboratory allows overgrowths by organ- 
isms more adapted to grow at room tempera- 
ture, and produces atypical growths by the 
dysentery bacilli. 


We solicit your cooperation in the dysentery 
problem, and hope that together we may de- 
velop methods so that stool specimens may 
reach the laboratory and yield results compar- 
able to those obtained by direct culturing in 
the field. 





MEDICAL ANNALS OF 
ARIZONA 


HEALTH AMONG THE NAVAJOS 


SIDNEY J. TILLIM 


Continued from September Number 
In the N. Y. Times of May 7, 1935, is a news 


item entitled: “Physician Praises Indian Tribe 
Cures.” It is a report of an address by Dr. 
Harlow Brooks of New York, delivered at the 
11th annual meeting of the American Associa- 
tion of the History of Medicine. He believes 
he is one of the first white physicians to be 
allowed to witness a “sing” among the Nava- 
jos. About this he is probably mistaken. Al- 
most anyone proving himself a friend can ob- 
tain the privilege, if he desires it. A handsome 
contribution in tobacco, coffee, or money the 
day before the last nightly ceremony, will in- 
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sure a welcome. Dr. Brooks’ observations are 
interesting; he says the medicine men are in- 
telligent and do much good and cites an in- 
stance he witnessed of an Indian pronounced 
critically ill by white physicians, who improv- 
ed after the ceremony. Such experiences are 
often recounted by educated Indians’ defend- 
ing their return to primitive beliefs and prac- 
tices and Indian traders (white men) often 
speak of such instances. These are actual hap- 
penings. The reasons are clear. Until recently 
the grade of physicians in the Indian Service 
was perhaps the lowest in public employment; 
they too often were men of bad habits, pro- 
fessionally and intellectually lazy, without in- 
terest in or desire to adjust themselves to the 
problems before them. Many of these stayed 
only a short time and were dismissed for mis- 
conduct or nonfeasance. Conditions of work 
and the pay attracted few good men until the 
present economic depression. Failure to rec- 
ognize the mental factor in syndromes of dis- 
ease undoubtedly explains the apparent incor- 
rect prognoses by the physicians, and the suc- 
cess of the medicine men. Dr. Brooks gives 
the key to the riddle when he states that the 
inspiration and enthusiasm of the ceremony 
had a stimulating effect on the patient’s mind 
and body. However, when the doctor speaks 
of his experience as “an enviable lesson for 
all of us who consider ourselves civilized,” he 
may have been carried away by the “inspira- 
tion and enthusiasm” of the ceremony. Hav- 
ing witnessed the last night (the big night) of 
their Fire Dance in its every detail, I consid- 
er it picturesque and dramatic, but hardly a 
lesson for civilization. A descriptive account 
of this, one of the most important, healing 
ceremonies would be interesting but outside 
the scope of this paper. 


To offset the glowing impression of the vis- 
itor to the Navajo country, a few personal ex- 
periences seem pertinent. The medicine man’s 
work is not always limited to song and the 
giving of healing potions; it depends on the 
type of patient. When called to assist a wom- 
an in labor, they render active assistance, a 
service that is gruesome to behold, barbaric in 
character. A case is recalled of a young wom- 
an in labor with her first baby. A messenger 
came to the hospital asking for a doctor to go 
out immediately as the patient was exhausted 
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from more than two days labor and about to 
die. Such a call usually meant the doctor 
would find the patient dead when he got there. 
Fortunately for the woman, she could still 


hang on to the cloth from which she suspend- 
ed herself, to bear down with each pain. It 
was a sight never to be forgotten—a moaning, 
groaning young female, uncovered to the 
waist the face and exposed part of the body 
grimy from a mixture of soot and perspira- 
tion. Two medicine men waited on her; one 
stood in front of her chanting prayer at the 
same time fanning her with a handful of eagle 
feathers; the other sat behind her his shirt- 
sleeves rolled up showing long sinewy arms. 
With each pain the patient arose as if in a last 
effort from her squatting position, to reach for 
the cloth above her head, and the man behind 
her encircled her abdomen to pull towards 
him with all his might until the pain was over. 
Then both relaxed to wait for the next pain. 
In fairness to the medicine men, they had no 
idea of the cause of delay, since medicine men 
do not examine women patients. In this case 
the trouble was found to be an arm presenta- 
tion, with the presenting part already well 
outside the canal. The fetus was already dead 
and the mother would surely have died in la- 
bor. She was brought to the hospital and de- 
livered of the dead fetus, and she was making 
an uneventful recovery when she eloped from 
the hospital after one week’s stay. The case 
in which an hydramnios and monstrosity was 
found has already been mentioned. 

An instance of another kind: Two young 
girls were out herding sheep one afternoon 
when an electrical storm broke and they were 
both struck down by a bolt of lightning. Word 
of the accident soon reached the parents, but 
neither they, nor any other Indian, would 
come near the two children until a medicine 
man had seen them. Only a few medicine men 
know how to bring back life to a person struck 
by lightning and such a man could not be 
reached until the following day. Word of the 
accident did not reach the hospital until Mrs. 
Snake-Sausage, the mother, made her appear- 
ance on the grounds the next morning, trying 
to get help in finding a medicine man. She 
absolutely refused to allow the doctor, or any 
other white man, to come near or see the vic- 
tims. To resist her would have meant a fight 
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and would have done no good, since the vic- 
tims were undoubtedly dead by then; if not 
killed by the lightning, they were drowned by 


the flood of the waters from the rain. When 
finally seen, more than 24 hours after the ac- 
cident, their ears and mouths were filled with 
debris, and their clothes showed that they 
must have moved after they were struck 
down, as their dresses were torn as if by slid- 
ing on the ground and against brush. 


The medicine men have, and will continue 
to have, a place in the care of the sick Navajo 
as long as the white physicians cannot supply 
a substitute for the inspiration and fervor of 
the “sing.” They are a detriment and a neces- 
sity; their field of activity can be, and should 
be, reduced by providing the Indians with in- 
telligent, sympathetic and honest physicians. 


The Missions have a part in the care of the 
sick Navajo. With rare exception, the mis- 
sionaries apparently are kind and helpful to 
the needy Indian, even to donations of neces- 
sities from their own meager salaries which do 
not include Thanksgiving and Christmas din- 
ners, or the coffee and doughnuts for church 
attendance. The Indians are grateful to the 
missionary who will bury their relatives that 
die in the hogan, but do not look with favor 
upon the regimentation of their school children 
for religious training. They resent the unfair 
advantage over the young minds, creating 
doubt in and disrespect for the beliefs of their 
ancestors. They see only harm from this; 
when the child returns to the tribe he is 
spoiled; he is not a Christian, but a heretic to 
his own faith. The Missions maintain two 
modern hospitals with a total bed capacity of 
over one hundred. They are better equipped 
and better managed than most of the Federal 
hospitals and Indians often express preference 
for these institutions. Where the Indian Ser- 
vice physician shows a friendly, cooperative 
attitude, the missionary does everything pos- 
sible to spread his popularity; they will not 
support a man who does not show himself a 
friend of the Indian. The local missionary and 
I made many emergency calls in the former’s 
car, when the government’s car was broken 
down; he called me to many cases which might 
otherwise have gone unattended. As far as 
their activities relate to health, the Ganada 
Mission Hospital is practicing a more sensible 
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attitude towards the sick Indian than are the 
Federal hospitals. Instead of practically beg- 
ging the Indian to accept their service gratis, 
they make a very nominal charge for what 
they dispense, unless the Indian is penniless. 
It is understood that their school follows the 
same practice with gratifying results, without 
loss of patronage They are giving the Indians 
a sense of self-respect and teaching them the 
old rule that what you buy is worth having. 

The Federal government provides nine hos- 
pita's on the reservation, with about 400 beds, 
of which 75 are for tuberculous patients. 
There are 14 physicians connected with these 
hospitals, and two trachoma specialists who 
give part of their time to the Navajo. There 
is a Navajo-Hopi tuberculosis sanatorium at 
Winslow, Arizona, 45 beds served by one phy- 
sician, and one physician who serves the non- 
reservation Indians about Gallup, New Mexico. 
In addition, there are the Indian School Hos- 
pital, and a large tuberculosis sanitarium at 
Albuquerque, New Mexico, which receive Na- 
vajo patients. These figures include the medi- 
cal personnel and hospital for the Hopi reser- 
vation. 

The ratio of physicians to population on the 
reservation is approximately 1:2600, or less 
than one-third the proportion found in a 
modern city. Actually the situation is more 
distressing than the figures indicate. The Na- 
vajo requires hospitalization oftener than peo- 
ple in white communities because of his un- 
reliable home care. The area served by a phy- 
sician is 30-40 miles in radius—in instances a 
great deal more. During winter and rainy 
seasons the roads are bad; a distance of 25-30 
miles may require a whole day’s travel. The 
lack of community grouping makes frequent 
trips necessary. These factors and the fact 
that physicians must deal with their patients 
through interpreters, result in great loss of 
time. In many instances the field hospitals 
are too small to care for the needs of the dis- 
trict, poorly equipped, badly planned, with- 
out provision for segregation of contagious or 
acutely ill patients. Some of the hospitals 
are old buildings or converted from old dormi- 
tories, with inadequate provisions for window 
space, sanitary facilities, or heating. It is my 
understanding that during the past two years 
there has been considerable progress towards 
improvement of the hospital situation. 
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The Indians are making increasing demands 
for hospital and medical care from year to 


year. This will continue as the service con- 
tinues to improve. The younger, more ener- 
getic and more liberal men coming into the 
Service in late years, are showing results. In 
the period 1929-1933 the total annual number 
of patients in Indian Service hospitals through 
out the country has grown from 37,511 to 
50,376; the total hospital days have increased 
from 677,241 to 1,077,948; obstetrical cases in 
hospitals increased from 861 to 2,277. In 
January, 1932, I took charge of a 19 bed hospi- 
tal in which were seven or eight patients, 
mostly children. From November, 1932, to 
June, 1933, this hospital had an average at- 
tendance of 22, with more than two-thirds 
non-school patients. This was not due to 
special gifts or wiles, but to merely the win- 
ning of confidence and a willingness to serve. 


The medical work is supervised by a dis- 
trict medical director and the nursing staffs 
by a district supervisor of nurses. Both 
have headquarters at Albuquerque, New Mex- 
ico, and make periodic inspection trips to the 
several hospitals about every three to four 
months, or less, depending on road and weather 
conditions. They come; look around; and leave 
to make a report to Washington. 


The medical work consists of three distinct 
types of services: the hospitalized cases; the 
hospital clinic; field dispensing. It is a well 
established practice to admit for hospitaliza- 
tion any Indian running a temperature and 
willing to accept treatment. The diagnostic 
facilities in the hospitals are most inadequate; 
only two hospitals have x-ray machines. The 
smaller hospitals have only makeshift provi- 
sions for routine blood and urine examination. 
At times during the school year the hospitals 
are so overcrowded as to require placing more 
than one patient in a bed. The Indians’ mode 
of living and lack of intelligence in things 
medical, make it necessary to hospitalize more 
often than in a civilized community since 
home care is a risky undertaking. The hospi- 
tal clinic is, in reality, a dispensary. Many 
come for simple remedies for relatives at home. 
On quizzing the messenger about the illness 
it is often found advisable to ask for permis- 
sion to see the patient before prescribing, and 
it usually ends by taking him to the hospital. 
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Many ask at the dispensary for various drugs 
for ailments diagnosed by themselves; a hang- 
over of an old practice of handing out bottles 
or tins of medicines on request. Now and 
then they come to have teeth extracted, (the 
physicians become quite expert as teeth ex- 
tractors); a few come to be examined because 
they are uneasy about their health. 
(Continued to November Number) 
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International public health for 40 years before 
the world war was represented by the Internation- 
al Congress of Hygiene and Demography. The last 
meeting of this body was held in Washington in 
1912. After the war international hygienists out- 
lined a heroic program of world hygiene at Cannes 
and brought into existence the League of Red Cross 
Societies in May, 1919. “Among the functions pre- 
scribed for the League were those of collecting and 
disseminating, as soon as available, all important 
information relating to public health and new 
methods for the prevention and control of out- 
breaks of infectious diseases and also of attempt- 
ing to improve and standardize public health legis- 
lation and education throughout the world.”! Rep- 
resenting the United States on the medical advis- 
ory board were Dr. William H. Welch, Dr. Hermann 
M. Biggs and Dr. Simon Flexner. This venture was 
financed almost entirely by the American Red 
Cross which soon found that its war time budget 
would have to be curtailed in years of peace. 
Moreover, the unofficial status of the league handi- 
capped it in dealing with national governments. 
Most of its functions have been taken over by the 
health section of the League of Nations, though 
the Red Cross organization still exists as a con- 
venient international filing cabinet for various vol- 
untary health organizations. 

The health section? of the League of Nations has 
not been idle. Through its efforts international 
conference has been resumed in several forms, one 
of the most important being The International 
Congress of Mic'obolgists, founded in 1927, which 
has just held its second meeting at University Col- 
lege, London. The summary of its proceedings oc- 
cupies nearly 400 pages. We may glance here only 
at. a part of the work of the section on specific 
immunization under the presidency of our own 
dean of immunization against diphtheria. Plain 
toxoid (formol toxoid or F. T.) had its advocates 
including Professor Fitzgerald of Toronto and Pro- 
fessor Madsen of Copenhagen. The latter has ob- 
tained complete immunization in Denmark by one 
dose of F. T. followed in 4 weeks by the nasal in- 
stillation of a 2nd dose administered by the moth- 
er. On the whole, however, the superior antigenic 
value of alum precipitated toxoid (A.P.T.) was 
recognized. There was not agreement as to how 
many doses should be given. Two small doses are, 
it seems, more effective than one large dose, espe- 
cially in rural communities where the original level 
of immunity is likely to be low. This impression 
from the conference in London is borne out by a 
recent American study? in which, however, the 
authors have committed the current fallacy of 
comparing one dose of A. P. T. with three doses of 
F,. T. There is no need to sacrifice the advantage 
of the more potent A. P. T. antigen in order to se- 
cure that of multiple dosage, 
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1. Introductory note: 
Health. 1: July, 1920. : 

2. For detals of its numerous valuable publica- 
tions write World Peace Foundation, 40 Mt. Ver- 
non Street, Boston, Mass. 

3. Pansing, H. H., and Shaffer, E. R.: Detailed 
Study on Diphtheria Immunization, Am. Jour. Pub. 
Health. 26:786, August, 1936. 


Internat. Jour. Pub. 





THE ART OF MINISTERING TO THE S!ICK 
by Richard C. Cabot, M. D. and Russell L.,Dicks, 
B. D.; The MacMillan Company; New York; 1936. 

Dr. Cabot and the Rev. Dick would make the 
minister a contact man between'the physician and 
the patient. They would have the minister be the 
one to make sure the patient understands the 
physician and that the physician has not neglect- 
ed to ease the patient’s mind about such things 
which to the physician are commonplace and may 
not even be thought of. In the event that a pa- 
tient is a bit apprehensive about an operation or 
about any sort of treatment, the understanding 
minister can explain away the fears. 

In many instances patients begin to lose confi- 
dence in their physicians, perhaps entirely be- 
cause they are so preoccupied with the serious 
conditions confronting them that they do not 
have the time nor the thought to explain to the 
patients the necessary things to keep them satis- 
fied and understanding. The minister who under- 
stands his task would see that the confidence in 
the physician is not shaken. Every physician 
knows that it is a bad policy for a patient to 
be running from one doctor to the next. A pastor 
who understands that when a patient changes 
doctors he is apt to lose what the physician has 
learned through weeks of study of him might do 
much good. — 

The purely religious side is not to be ignored. 
Some patients feel deeply on this phase of life. 
The authors, however, say: “The conception of 
the ministry .as a life ‘saving souls’ by pulling 
them back from the brink before they plunge to 
their doom, involves beliefs which we do not 
hold ... . It is the minister’s task; we hold, to 
go to the sufferer and to minister to the sufferer’s 
needs as he finds them and not as he assumes 
them to be ... All are formulated in an effort 
to meet the patint’s religious needs rather than 
the minister’s. “Prayer must have application. It 
must recognize the facts in a given sickroom. It 
must recognize the sufferer’s needs and express 
his thoughts about them. . . . Pray for ‘a quiet 
mind, that we may know Thy will and Thy spirit 

within us,’ would be more apt to prepare her 
mind’s soil for a new plant of forgiveness—a 
plant which, when it blooms, will be the health- 
ier for having been her own discovery.” 


This book presents a great deal which is worth 
consideration by both physicians and ministers. 
Were the plans of the book practice, the pasto™ 
would become not the assistant, but the co- 
worker with the physician, dealing with many of 
the patients’ mental problems of which the phy- 
sician may be ignorant or may not have the time 
to deal with. 





THEORY AND PRACTICE OF PSYCHIATRY 
by William S. Sadler, M. D.; Chief Psychiatrist 
and Director, The Chicago Institute of Research 
and Diagnosis; Consulting Psychiatrist to Colum- 
bus Hospital; Fellow of the American Psychiatric 
Association; Member of the American Psycho- 
pathological Association; Author of “The Mind at 
Michief,” “Piloting Modern Youth,” “Worry and 
Nervousness,” “Physiology of Faith and Fear,” 
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“The Quest for Happiness;” formerly Professor 
at the Post-Graduate School of Chicago; Fellow 
of the American Medical Association; Fellow of 
the American Association for the Advancement of 
Science; The C. V Mosby Company, St. Louis; 
1936; price $19.00. 

The book is written for the purpose of giving to 
the general practitioner and others the author's 
conception of the noninstitutional treatment of 
personality, nervous and emotional disorders along 
with various phases of the psychoses. The author 
had in mind in writing the text that it may 
be read by sociologists and psychologists and 
others more or less trained in human adjustment 
problems. Vast numbers of neurotic and emotion- 
al sufferers so often knock at the door of the 
physician in vain—generaliy falling into the hands 
of irregular practitioners, quack cultists, “divine 
healers,” etc., and are probably not only not 
benefited but have their delinquencies increased. 

This is a book of 1231 pages and is divided into 
five parts and 77 chapters with a glossary and an 
index. The first part deals with theory of psy- 
chiatry, second with personality problems, third 
with neuroses, fourth with psychoses, and the 
fifth with psychotherapeutics. 

This would seem to be a book that practically. 
every physician will wish to have in his library. 
There will be scarcely a day but which one prob- 
lem at least might be answered by referreing to its 
pages. The printers have done a huge task in a 
splendid way. The book is highly recommended. 

































































































































































SYNOPSIS OF DISEASES OF THE HEART 
AND ARTERIES by George R. Herrmann, M. D., 
Ph.D., Professor of Clinical Medicine, University 
of Texas, Member, Association of American Physi- 
cians, American Climatological and Clinical Asso- 
ciaiton, American Society for Clinical Investiga- 
tion, American Society for Experimental Pathology, 
and the Society for Experimental Biology and Med- 
icine; Fellow, American Association for the Ad- 
vancement of Science, American College of Physi- 
cians, and the American Heart Association; Miem- 
bro Correspondiente Extrajero De La Sociedad 
Mexicana De Cardiologia: The C. V. Mosby Com- 
pany; St. Louis; 1936; price $4.00. 

This is a small volume which will fit the ordi- 
nary pocket and presents the essential facts, on 
the heart, of the ordinary text book. It is a handy 
useful volume for any physician and especially con- 


venient because of its size and therefore highly 
practical. 














































































DISABILITY EVALUATION: By Earl D. Mc- 
Bride, B.S., M.D., F.A.C.S., Assistant professor in 
Orthopedic Surgery, University of Oklahoma School 
of Medicine, Attending Orthopedic Surgeon to St. 
Anthony’s Hospital, Associate Orthopedic Surgeon 
to Wesley Hospital, Visiting Surgeon to W. J. Bryan 
School for Crippled Children and Chief of Staff to 
Reconstruction Hospital, Oklahoma City, Okla. 

Since the time that the states first assumed re- 
sponsibility for compelling industry to give proper 
care and compensation for the injuries developing 
in industry, there has been an increasing need for 
standards by which to evaluate disability. Dr. Mc- 
Bride has made an extensive study of this and as 
far as he knows is the first to bring out a book 
dealing with the physiological and mechanical al- 
terations arising out of injury to the motor struc- 
tures of the human body, and to reasonably ap- 
praise and evaluate the extent of functional loss as 
it relates to the economic incapacity of the injured. 

Surgeons, especially those who have to deal with 
injured men and women, should have access to this 
book. The publishers’ art is excellently portrayed. 
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OUR “FALL” MEETING 

We again call attention to the splendid treat 
in stere November 19-21 in El Paso for the 
physicians who find it possible to attend this 
meeting. The program committee has been 
working ever since the last meeting to provide 
the most instructive practical program pos- 
sible. They have done their work most com- 
mendably. If you did not read the editorial in 
the last month’s Southwestern Medicine, 
please dig up the September issue and read it. 
Accept the challenge and attend this meeting. 
Go over the list of speakers and the program 
and see if you can afford to stay at home. 





THE BLOOD PRESSURE RACKET 

Fakers that set up along the sidewalks of 
populous resore districts with one scheme or 
another for filching money from the public 
usually have profitable business. The holiday 
crowd seems to be easy “pickings”. 

One of the latest schemes to be used is tak- 
ing blood pressures. A man with a white coat, 
sthescope and blood pressure apparatus “bal- 
lyhoos” individuals into having their blood 
pressures taken and a small charge is made for 
each. The racket has been so profitable that 
a scheme has been proposed to supply blood- 
pressure apparatuses to large numbers of in- 
dividuals on which they pay rent or commis- 
sion or work on salaries. 

The W. A. Baum Company, Inc. of New 
York City reports that they have been pestered 
to fill orders for large numbers of blood-pres- 
sure apparatuses for “bilking” the public. It is 
to the credit of this commercial company that it 
refused to fill these orders. They cannot pre- 
vent an occasional one’s getting into the hands 
of fakers, but they can prevent large numbers, 






getting into the hands of organized racketeers. 

Gradually are commercial drug and appara- 
tus houses beginning to display an appreciation 
of medical ethics and now and then to be guided 
by them in their own business affairs. 





FIRST HARLOW BROOKS MEMORIAL 
NAVAJO CLINICAL CONFERENCE 

This conference is to be an annual event at 
Sage Memorial Hospital at Ganado, Arizona. 
It is named in honor of Doctor Harlow Brooks, 
who was so intensely interested in the work 
of the Sage Memorial Hospital. 

The outstanding feature of the meeting, 
which was largely attended by the doctors of 
Arizona and New Mexico, was a series of 
lectures by Fred H. Albee, illustrated by col- 
ored movies showing the latest advances in 
bone surgery. Doctor Albee also conducted 
two ward classes on orthopedic cases. 

Those who attended the meeting were also 
greatly interested in the lectures and ward 
classes on gall bladder diseases, by Doctor 
Milo K. Tedstrom of Santa Ana, California. 
Doctor Tedstrom also gave a demonstration 
lecture on the use of the electrocardiograph. 

Joseph Madison Greer, who flew up from 
Phoenix for the meeting, gave a lecture on the 
“Care of Crippled Children in Arizona”. Doc- 
tor Greer will conduct an orthopedic clinic 
at Sage Memorial Hospital November 15 next. 

George Albert Jenner of Milwaukee gave a 
lecture on “Newer Methods of Detection and 
Treatment of Syphilis and Gonorrhea.” Doc- 
tor Jenner also gave a demonstration lecture 
on the use of the cystoscope. 

W. W. Peter, Medical Director of the Navajo 
Area, lectured on “Recognition and Treatment 
of Contagious. Diseases.” 
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E. Forrest Boyd lectured on “The Diagno- 
sis and Treatment of Arthritis”. 

The following moving pictures were shown: 
“Forcep Operation” by Joseph B. DeLee, 
“Mental Deficiencies Due to Birth Injuries” 
by Edgar A. Doll and “The Autopsy” by Julius 
Weingart. 

The second conference will be held Septem- 
mer 6, and 7, 1937. 





A PROPOSED ROCKY MOUNTAIN 
MEDICAL CONFERENCE 

At the 1936 annual session of the Colorado 
State Medical Association, a resolution was 
passed inviting the state medical associations 
of Wyoming, Utah, Montana New Mexico and 
Arizona to meet in 1937 at Denver with the 
Colorado State Medical Association for the 
purpose of discussing problems of mutual in- 
terest to the physicians of the Rocky Moun- 
tain states and to form an organization to meet 
periodically every two or three years. 

The proposition has been discussed with the 
Utah State Medical Association and the New 
Mexico Medical Society and both have con- 
sidered it favorably. 

Those who are interested should read the 
discussion, of Colorado’s fraternal delegate, 
Dr. Lingenfelter, found in another column. 

The common problems to the physicians of 
the Rocky Mountain area as suggested by the 
Colorado Society are Rocky Mountain fever, 
the health seekers, the effect of altitude on 
diseases, and the high death rate from pneu- 
monia. Other problems will be suggested when 
physicians have had time to consider such 
meetings and the good to be derived from 
them. 

This matter will certainly be presented in 
the near future to the medical associations of 
Montana, Wyoming and Arizona and the physi- 
cians of these associations should be consider- 
ing it. 

We are inclined to think favorably of the 
idea, and can see possibilities of much good 
coming out of such meetings. 

Were it possible to transplant the chronical- 
ly ill from the densely populated areas of the 
east and central United States to the sparsely 
settled districts of Colorado, Wyoming, Mon- 
tana, Utah, New Mexico and Arizona great 
good would be done large numbers of the sick 
because of getting away from the germs of the 
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densely populated areas. This says nothing 
about the good that would be done the home 
folks by taking their sick ones with their 
germs away. 

The sunshine of our states is a health factor, 
the value of which to the chronically sick can 
not be calculated. The people recognize this. 
Therefore they are coming to us in increasing 
numbers. When a man may purchase a used 
car for $30.00 or a little more and can sleep 
temporarily in the open he can get to the 
“sunshine” states which offer him as well as 
the man with the Pierce Arrow or the Lincoln 
a chance for life. Who would be so _hard- 
hearted as to tell the man with nearly no funds 
that he shall not have the advantages of our 
sunshine and our wide open spaces? But how 
shall he exist? Some members of the poor 
man’s family may be able to work and hence 
come along, expecting to get work. If there 
are 10 men for every job and all ahead of 
the newcomers they may have to wait a 
long time to get a chance at a job. In the 
meantime, the family’s scant savings are gone. 
They become charges upon the community or 
have to beg their way back home. At any rate 
harm has been done. The sick one may be 
already dead because of lack of necessities 
other than sunshine and open spaces. 

There should be a way of helping the poor 
to have the advantages of our climate with the 
cost borne by home communities. 

This is one of those problems that the Rocky 
Mountain Medical Conference might attempt 
to solve. 





The American Board of Internal Medicine, Inc., 
completed its organization on June 15, 1936. The 
officers are Walter L. Bierring, Des Moines, chair- 
man; Jonathan C. Meakins, Montreal, vice chair- 
man; O. H. Perry Pepper, Philadelphia, secretary- 
treasurer. The other six members of the board 
are: David P. Barr, St. Louis, Reginald Fitz, Bos- 
ton; Ernest E. Irons, Chicago; William Middleton, 
Madison; John H. Musser, New Orleans, and G. 
Gill Richards, Salt Lake City. The term of office 
is three years and no member can serve more than 
two consecutive three year terms. 

The Board is sponsored by the American Col- 
lege of Physicians in conjunction with the Section 
on Practice of Medicine of the American Medical 
Association and these two organizations are rep- 
resented in the membership of the Board on a 
five to four ratio. 

The Board has received offical approval of the 
two bodies fostering its organization as well as 
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that of the Advisory Board for Medical Special- 
ties and the Council on Medical Education and 
Hospitals of the A.M.A. 


The Purpose of this Board is to certify specialists 
in internal medicine, and to establish qualifica- 
tions for examinations for such certification. At 
a later period, it proposes to give certification in 
specialized branches of internal medicine. The ap- 
plicants for admission to examination in internal 
medicine will be required to meet certain stand- 
ard qualifications, as follows: 

General Qualifications: Satisfactory morals and 
ethics; membership in the American Medical As- 
sociation or, by courtesy, such other organizations 
as may be recognized for this purpose. 

Professional Standing: Graduation from a med- 
ical school of the United States or Canada recog- 
nized by the Council on Medical Education and 
Hospitals of the American Medical Association; 
completion of an internship of not less than one 
year in a hospital approved by the same council; 
if an applicant’s hospital training has been re- 
ceived outside of the United States and Canada, 
his credentials must be satisfactory to the Advis- 
ory Board for Medical Specialties and the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association. 

Special Training: Five years must elapse after 
completion of a year’s internship in a hospital ap- 
proved for interne training before a candidate is 
eligible for examination; three years must be de- 
voted to special training in internal medicine in- 
cluding several months of graduate work under 
supervision in anatomy, physiology, bio-chemistry, 
pathology, bateriology, or pharmacology, particu- 
larly as related to the practice of internal medi- 
cine; a period of not less than two years of special 
practice must be had in the field of internal med- 
icine or in its more restricted and _ specialized 
branches; a sound knowledge of physiology, bio- 
chemistry, pharmacology, anatomy, bacteriology, 
and pathology, in so far as they apply to disease 
is regarded as of great importance: this may be 
done in clinics, hospitals, or in intimate associa- 
tion with a well-trained and critical physician. 

Examinations will be in two parts, written and 
clinical. The written examination will be held in 
different sections of the United States and Cana- 
da simultaneously and will include questions in 
applied physiology, physiological chemistry. path- 
ology, pharmacology, the cultural aspects of med- 
icine, and in general internal medicine. The first 
written examination will be held in December of 
1936, and the successful participants will be eli- 
gible for the first clinical examination which will 
be conducted by members of the Board near the 
time for the annual session of the American Col- 
lege of Physicians at St. Louis in April, 1937. 
The second practical examination will be held at 
Philadelphia near the time of the annual session 
of the A.M.A. in Atlantic City in June, 1937. 

The fee for examination is $40.00 which must 
accompany the application and an additional fee 
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of $10.00 is requred when the certificate is issued. 
Application blanks and further information can 
be obtained by addressing the chairman, Walter 


L. Berring, M.D., 406 Sixth Avenue, Des Moines, 
Iowa. 


The Fourteenth Edition of the American Medi- 
cal Directory has been completed and copies are 
now available for general distribution. 

It has 2500 pages and is a nearly complete list 
of physicians in the United States, its dependen- 
cies and Canada. It has much additional data 
about hospitals, libraries and other institutions 
as well as facts about medical education, licen- 
sure, and society affiliations. 

The 1936 edition contains 183,212 names, or 
4,796 more than were in the previous edition—is- 
sued in 1934. The names of 13,157 physicians have 
been added and 7,684 names have been removed 
because of death. More than 170,000 changes of 
address have been made, in addition to thousands 
of changes in society affiliations, teaching posi- 
tions, specialties and office hours. 

Its first section of 221 pages has a great deal 
of useful information. It contains the constitu- 
tion and by-laws of the A.M.A., the principles of 
medical ethics and a list of mecting places of 
the annual sessions of the association since the 
first one in 1847 with the names of the president 
installed during each meeting. In this section also 
are lists of the hospitals that are approved for 
interne training, the medical journals published 
in the United States, Canada, Phillijyine Islands 
and Puerto Rico, the names of medical officers of 
the various government services, the national or- 
ganizations for the various specialties with the 
names of their members, the membership of the 
new examining boards for the specialties, the 
medical schools in the United States and Canada 
with a brief history of each and the members of 
the National Board of Medical Examiners. 

A new feature in this edition is a key letter 
showing that a physician has been certified as a 
specialist by an approved examining board. 





The 65th annual meeting of the American Pub- 
lic Health Association is to be held in New Or- 
leans October 20-23, 1936. There will be in the 
neighborhood of 300 speakers and over 100 sci- 
entific exhibits. There are highly specialized vro- 
grams designed to solve current problems in the 
fields of administration, nursing, school health 
work, health education, sanitary engineering, vi- 
tal statistics, laboratory practice, child hygiene. 
industrial hygiene, epidemiology. The advances in 
Public Health will occupy one general session. 
Other general sessions will deal with diphtheria 
immunization, mental hygiene, mosquito-borne 
diseases, and professional education. There will 
be a symposium on syphilis and others will include 
industrial sanitation, milk and dairy products, etc. 

Over 2000 are expected to be in attendance. This 
should be an interesting meeting for all persons in- 
terested in Public Health work. 





The Academy of Physical Medicine has its an- 
nual meeting in Boston October 20th-22nd at the 
Hotel Statler. A survey of the speakers impresses 
one that this should be a‘profitable meeting. 
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YOUR OFFICIAL HOST 


During the Forthcoming 


SOUTHWESTERN 
MEDICAL ASSOCIATION 
CONVENTION 


Nov. - 19 - 20 - 21, 1936 


intel Cortez 





“Overlooking the Plaza” 
EL PASO, TEX. 


GVa 
A Message... . 


We are glad you’re coming to El Paso for this 
important Convention. Many new discoveries in 
the Medical and Surgical Science will be discussed 
You will also discover that the Cortez has not only 
undergone a change in name, but that the entire 
Hotel has been greatly improved. 


Leas Campbell, Mgr. 
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23rd. Annual Meeting Southwestern Medical Associatio 
Hotel Cortez, El Paso, Nov. 19, 20, 21 





SUBJECTS AND CONFERENCE LEADERS 
General Medicine 
DR. RALPH A. KINSELLA, St. Louis, Missouri, Professor 
of Internal Medicine, St. Louis University School of 
Medicine. 
General and Thoracic Surgery 
DR. HAROLD BRUNN, San Francisco, California, Pro- 
fessor of Surgery, University of California Medical 
School. 
General and Traumatic Surgery 
DR. ISIDORE COHN, New Orleans, Louisiana, Professor 
of Cinical Surgery, Tulane University School of 
Medicine. 





Urology 
DR. NELSE F. OCKERBLAD, a City, Missouri, As- 
sociate Professor of Clinical Surgery, Universit y of 
Kansas School of Medicine. 
Roentgenology 
DR. JAMES T. CASE, Chicago, Illinois, Professor Radiol- 
ogy, Northwestern University School of Medicine. 
Internal Medicine and Allergy 
DR. WARREN T. VAUGHAN, Richmond, Virginia, Ed- 
itor of Journal of Laboratory and Clinical Medicine. 
Otology, Laryngology, Rhinology 
DR. THOMAS E. CARMODY, Denver, Colorado, 
Past President of the American Laryngological, 
Rhinological and Otological Society. 
Obstetrics 
DR. WILLARD R. COOKE, Galveston, Texas, Professor 
of Obstetrics and Gynecology, Universty of Texas 
School of Medicine. 


THURSDAY MORNING, NOVEMBER 19, 1936 
Registration at Headquarters in Hotel Cortez 
From 8:00 a. m. Thursday, November 19, 1936 
Registration fee for members of the Association is $5.00 
and $8.00 for non-members. 
FIRST GENERAL ASSEMBLY 
Ball Room—10:00 a. m. 

Dr. J. J. Gorman, President, ew 
Op2ning Address J. Gormar 
“Pelvic Appendicitis” ; "Harold Brunn 
“Career of the Heart”.................. Dr. Ralph A. Kinsella 

12:30 p. m.—Luncheon 
Round Table Discussions 
“Amputation at Knee Joint for Arterial Disease’ 
iii eisehig hated dein hai aikienkanstatrubbleeeae Dr. Harold Brunn 
“Chronic Rheumatism” Dr. Ralph A. Kinsella 
“Methods of Diagnosis of Infection of the Accessory 
7 Eee eae ts Dr. T. E. Carmody 
“The Irritable Female Bladder’ Dr. N. F. Ockerblad 
“Use of Roentgenology by the General Practitioner’ 
(Question Box) Dr. James T. Case 
PO pit ec pstlatean Sica eaal Dr. Willard R. Cooke 
“Questionnaire” Dr. Warren T. Vaughan 


AFTERNOON GENERAL ASSEMBLY 
Ball Room—2:15 p. m. 

“The Problem of Gross Blood in the Urine’ 
..Dr. Nelse F. Ockerblad 

“The Diagnostic “Application ‘of X- -ray in Digestive 
| RSS a ae Dr. James T. Case 
"The Relief of Pain in Labor” 

ASSOCIATION DINNER 

Ball Room—6:30 p. m. 

to be followed by 
EVENING GENERAL ASSEMBLY 
8 





:00 p. m. 
“Relation of the Oral Cavity to Otolargynology and 


General Medicine”’............ Dr. Thomas E. Carmody 
“Newer Methods in the Diagnosis and Treatment of 
RS Dr. Warren T. Vaughar: 


Dr. Isidore Cohn 


“Osteomyelitis” 


PROCRAM 


FRIDAY, NOVEMBER 20, 1936 
CLINICS 


8:30 a. m. 
“General Surgical Cases and Gall Bladder Surgery” .... 
PS ake EE EIS SO Be ee Dr. Harold Brunn 
“Diseases of the Ductless Glands’’...... Dr. Ralph Kinsella 
“Urinary Calculus” Dr. Nelse F. Ockerblad 
“Ear, Nos2 and Throat Cases with Discussion” 
ies dbncdine ab sbea teat iaitedtoncienctcneiagetaale Dr. T. E. Carmody 
“Masses in the Neck”... Dr. Isidore Cohn 
> «fee Se sae: Dr. Willard R. Cooke 
“Allergy Cases”’ Dr. Warren T. Vaughan 
“X-ray Therapy with ences * snabbenwestohnines abs 
saissincsndthleialhiblanncilahhingliia ciel hane tae James T. Case 
MORNING GENERAL Sission 
Ball Room—10:30 a. m. 
“Fractures of the Upper Extremity”... Dr. Isidore Cohn 
“Differential Diagnosis of Rheumatic Fever” 
SEALE NE EVs Sag hd ROG tS Dr. Ralph Kinselia 
12:30 p. m.—Luncheon 
Round Table Discussions 
“Untreated Fractures” ......--..-..-...--.-. Dr. Isidore Cohn 
“The Employment of Roentgenology in the Dagnosis 
and Management of Biliary Tract agg ll 
i saindebcapitiapakenaniingtiashic TS: aon tists eae James T. Case 
““A Su-vey of the Treatment of Gonorrhea” 
EE OER LE COE es Nelse F. Ockerblad 
“Common Manifestations of aoe of the Ductless 


See Dr. Ralph Kinsella 
“Problems in Gynecology”........_..... Dr. Willard R. Cooke 
. Seana Dr. Warren T. Vaughan 


“Questionnaire—Ear, Nose and Throat’... 
ESR A TBS A Dr. Thomas E. Carmody 
AFTERNOON GENERAL ASSEMBLY 
Ball Room—2:00 p. m. 
“The Differential Diagnosis of Retro-peritoneal Le- 
REE SAREE. Dr. Nelse F. Ockerblad 
“The Trend and Field of Roentgen Therapy” 
sce baidhs ghicinceRias Rani Abaiiaakscttoncsasinaes Dr. James T. Case 
“‘Lobectomy” with film-........................ Dr. Harold Brunn 
Friday Evening—Annual Banquet 
SATURDAY MORNING, NOVEMBER 21, 1936 
CLINICS 


9:00 a. m. 

“Methods of Diagnosis of Chest Conditions and Eval- 
uation of Phrenosectomy, Pneumothorax and 
Other Modes of Treatment” . Harold Brunn 

MORNING GENERAL ASSEMBLY 
Ball Room—10:00 a. m. 
“Metabolic Disturbances in Pregnancy” 
EE EEN ELS ITN. Dr. Willard R. Cooke 

“Treatment of Diseases of Accessory Sinuses”’ 

ne eee Me a SE EE SS Dr. T. E. Carmody 

“How to Use and Interpret Laboratory Reports” 

ST OE ALES be SL Dr. Warren T. Vaughan 
Luncheon—12:30 p. m. 

Introduction of President-Elect. 

ce i, ERAT oe Dr. C. R. Swackhamer 

General Business Meeting of the Association. 

Reports of Committees. 

Election of Officers. 

ENTERTAINMENT 
Special features of entertainment for visiting ladies 
will be in charge of the Ladies’ Auxiliary of the E! Paso 

County Medical Society. The annual banquet will be 

the usual feature on Friday evening, November 20th. 

Golf privileges will be available. 

EXHIBITS 
Scientific exhibits under the direction of Drs., H. T. 

Safford, Jr., and L. O. Dutton. Commercial exhibits 

under the direction of Dr. R. B. Homan, Jr. A complete 

list of each will be published in the November issue of 

Southwestern Medicine. 
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M. B. Culpepper 
Pres., Las Cruces 


NEW MEXICO SOCIETY DEPT. 


L. B. Cohenour, 
Sec., Albuquerque 








Carlsbad, N. M., May 6-8, 1935. 


((All business and scientific sessions were held jn or adja- 
cent to the Crystal ballroom, Crawford Hotel). 


May 6, 1936. 

Meeting of the council was called to order by 
vice-president, Dr. George W. Jones at 8:30 a. m.; 
present were ex-officio members Drs. G. W. Jones 
and L. B. Cohenour and members, Drs. Carl Mulky 
and C. A. Miller. 


Dr. Jones read a telegram from Dr. C. W. Gerber, 
(president), expressing regret at his inability to 
attend and asking Dr. Jones to preside in his 
stead. 


Financial report of the secretary-treasurer, Dr. 
L. B, Cohenour was presented: 


I hereby submit a report of the financial affairs of the New 
Mexico Medica! Society, ending May 6, 6. 
Balance on hand at annual report, May 23, 1935. $1,558.52 
Delinquent dues collected from 4 members a 20.00 
Dues from 3 new members... ae 15.00 
Annual dues from 193 members “for 1936 iil 
Total cash received to May 6, 1936 _ 
Disbursements — 
Southwestern Medicine for 1935, 211 members 
Reporter for 1935 meeting, balance, one-half, fee. 
Treasurer’s bond for 1935-1936 
Deveau Typewriter Company -__. nee 
Baser Printing Company (500 letterheads) hlacataianbaiaiicitciionts 
Secretary’s salary for 1935-1936 
Baser Printing Company (500 3c s.amped envelopes) __. 


- 965.00 
-- 2,558.52 





Western Union (Councilors on medical legislation) 

Western Union (Councilors) 

Mountain States Tel. & Tel. Co. (toll calls to Las 
Cruces and Santa Fe re: medical legislation)__. ; 

Mountain States Tel. & Tel. Co. (toll calls to Las 

Cruces by cancer committee - 

Walsh Printing Company (250 delegate cards)... 2 

Wes.ern Union (Re: fraternal delegate to Arizona 
State meeting) — 

Reporter for 1936 meeting, advance of one- -half fee 





Tota! 
Balance 


Outstanding Indebtedness 
Southwestern Medicine for 1936 for 193 members... 
Secretary’s selary for 1936-1937... 
Reporter for 1936 meeting (balance—in “fully 
Treasurer’s bond for 1936-1937 __. 

Approximate total indebtedness —. picuanimesaiceinicumaion 
Expec.ed balance after all bills are paid - peiainshemivtivumnlaniin 
Respectfully submitted, 

(Signed) L. B. COHENOUR, secretary-treasurer. 

The secretary-treasurer’s report was approved 
and accepted as read. 

Motion by Dr. Carl Mulky that Lea County So- 
ciety and Eddy County Society be authorized to 
combine under the name of Eddy-Lea County So- 
ciety, as provided for in chapter 7, section 4, of 
the constitution and by-laws, was seconded by Dr. 
C. A. Miller was carried. 

Dr. Carl Mulky spoke in regard to the official 
journal of the Society—Southwestern Medicine— 
and the assessment of $2.00 per member therefor, 
and moved that the secretary request the business 
manager of Southwestern Medicine to furnish an- 
nually, prior to the meeting of the New Mexico 
Medical Society, a financial statement. Motion 
seconded by Dr. C. A. Miller and carried. 

Secretary Cohenour presented applications for 
membership from Drs. H. B. Johnson, Hot Springs, 
N. M., Harrison Eilers, Mountainair, N. M., and 
Richard D. Bartels, Socorro, N. M. and read testi- 
monials in their behalf from physicians of good 
standing. They were voted in as members. 

No further business arising, the meeting was 
adiourned. 

As Mr. F. Guthrie, state director of New Mexico 
Relief & Security Authority, was in Carlsbad and 


$1,635.65 


386.00 
300.00 
62.50 
5.00 
753.50 
882.15 


wished to take uv the matter of medical relief: 
immediately following the meeting of the council 
Dr. Carl Mulky, chairman of the committee on 
medica] relief, appointed last year to confer wit) 
the old F. E. R. A. with power to act for the so- 
ciety, reported that after various meeting and 
discussion the committee adopted a_ resolution 
which was presented to the New Mexico Relief and 
Security Authority, as follows: 
Be It Resolved That: 


One or more physicians be employed to handle 
all indigent medical relief on a salary basis to be 
paid from indigent funds levied by the counties, 
The selection of the physician or physicians to be 
made by a committee of three, composed of one 
member of the board of county commissioners in 
the county affected, and a physicion from the 
county affected, appointed by the New Mexico State 
Bureau of Public Health—the third member of the 
committee to be selected by the other two members, 
The salary of the physician or physicians is to be 
fixed according to the number of unemployable 
cases cared for by him. That cases requiring special 
medical services, i.e., laboratory work, x-ray, sur- 
gery, G.U., tuberculosis, etc., be referred by the 
physician or physicians to the proper accredited 
specialists in that line. That a plan be formulated 
to make provision for hospitalization in existing 
hospitals for emergency cases of indigent unem- 
ployable cases.” 

(Signed) Carl Mulky, M. D., Chairman. 
January 14, 1936. 

Dr. Mulky stated that Mr. Guthrie, state direc- 
tor of New Mexico Relief & Security Authority, had 
found that such a plan did not work well in all 
cases and that he (Mr. Guthrie) wished to tell 
just what he had in mind. 

Mr. Guthrie was presented. He stated that he 
had submitted the resolution signed by Dr. Mulky 
to a meeting of the board of directors of New 
Mexico Relief & Security Authority held January 
15-16, 1936, and that “M’. Milton made a motion 
that in the light of the ruling of the Attorney Gen- 
eral with regard to indigent funds being used for 
medical services, and in view further of the chaotic 
condition of the county indigent fund that the 
board hold in abeyance the proposal of the medi- 
cal society until such time as the administrator 
advised them on the status of the county indigent 
funds. This motion was seconded by Mr. White 
and duly carried.” 

Mr. Guthrie stated that since that time a sur- 
vey had been made and it had been found that 
what worked in one county would not work in 
another, that there is not sufficient money for 
rendering adequate medical relief, and that he 
wished to submit three different plans for con- 
sideration which he felt might work out and solve 
the problems: 

1. The plan of the old F.E.R.A. with revised fee 
schedule. In some of the counties of the State, it 
will possibly be wise to adopt this plan. In others, 
it will be better to adopt plan No. 2. 

2. Employment on a contract basis of a county 
physician, or where appointed, upon a salary agreed 
upon by the relief authority. 

3. “In some counties’, Mr. Guthrie continued, 
“We are soing to have a lot of trouble, but in others 
where there are good medical societies we feel it 
is not enough to hire a contract doctor, so why not 
give the amount of monry we have for medical 
relief to the medical societies and have an under- 
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standing with them that they will take care of 
the entire medical relief in that particular county 
for that amount of money.” 


Dr. Mulky stated that the only objection he had 
heard to the fee schedule was over the fee for 
obstetrical work. He stated that this was talked 
over at one committee meeting and it was felt 
that if a flat fee of $25 was adopted, plus mileage, 
(this to include both prenatal and post-partum 
care), it would stop a lot of argument, 


Dr. Mulky asked what would be done where a 
county was broke and had no indigent fund, to 
which Mr. Guthrie replied that money would be 
advanced to such a county since medical relief 
must be cared for. He added, that “we cannot 
give very much, however, as the relief must be cut 
down.” 

No further business arising, as the general meet- 
ing had already been called to order, adjournment 
followed. 

The scientific session was called to order at 10 
a. m., by vice-president George W. Jones, who an- 
nounced that he was acting in behalf of Dr, C. W. 
Gerber president who was unable to attend. 

After invoc*tion by Rev. W. M. Weldon, and ad- 
dress of welcome with response by a member of 
the society, ptesident-elect Dr. M. B. Culpepper 
was installed and gave his inaugural address. (S. 
W. Med. 20:247, July, 1936. 

The scientific program was carried out as per 
the program. The papers will be published in 
Southwestern Medicine. 

Meeting of House of Delegates, May 6. 

Present: Drs. G. W. Jones (Clovis), presiding, 
L. B. Cohenour (Albuquerque), Carl Mulky (Albu- 
querque, G. T. Colvard (Deming), C. A. Miller 
(Las Cruces), C. F. Beeson (Roswell), J. W. Hill- 
man (Carlsbad) and C. S. Stone (Hobbs). 

Dr. Jones in opening the meeting introduced 
Dr. Lingenfelter of Denver, Colo., fraternal dele- 
gate from Colorado, who stated that the president 
of the Colorado state society wished him to pre- 
sent a proposition brought up at their last annual 
meeting, at which a resolution was introduced and 


unanimously adopted, as follows: 

‘‘Whereas, the sscientific, social and economic problems of 
the medical professions of the Rocky Mountain States are com- 
mon to each of these States and should be made the subject 
of i? joint meeting of the Medical Societies of these States; 
an 

“Whereas, It is fitting that that society, being the largest 
medical organization in the Rocky Mountain region, take the 
lead in organizing such a joint meeting; now therefore, be it 

“Resolved by the House of Delegates of the Colorado State 
Medical Society: 

“That the facilities of this society are hereby offered to the 
State Medical Societies of Wyoming, Utah, New Mexico, Mon- 
tana and Arizona for the organization, preparation and con- 
duct of such a meeting ,and the said societies are hereby cor- 
dially invited to join with us in such a meeting to be held at 
a mutually convenient time in the year 1937 in the city of 
Denver; further: 

“That the president is hereby instructed to appoint a spe- 
cial committee whose duty it shall be (1) to suitably present 
this invitation to the societies aforesaid; (2) upon acceptance 
of this invitation by two or more of the said societies to pro- 
ceed in the name and with the authority of this house with 
such preliminary arrangements as may be necessary; and (3) 
to report to this house at the sixty-sixth annual session with 
recommendations for such further action by this house as 
may be necessary to carry out the purposes of this resolution.” 


Dr. Lingenfelter stated that since the adoption 
of the resolution the matter had been discussed 
in an informal way with officers and members 
of the Utah Society and Salt Lake City and Ogden 
societies, and they regard it as a most welcome 
innovation. “It will be presented before _ their 
houses at their annual meetings. We are glad to 
extend this invitation to the New Mexico Medical 
Society fort he action of your House of Delegates. 

A-brief sketch of the reasons for such a mect- 
ing are: 

1. Discussion of scientific problems, Those com- 
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mon to the Rocky Mountain Region are Rocky 
Mountain fever, high mortality with pneumonia, 
problem of health seekers, effect of altitude upon 
certain diseases and their prognoses. All these 
things can be studied at a general meeting and 
the conclusions reached will go much further and 
have far more weight than those arrived at by any 
single state society. 

2. Increasing travel and increasing speed of 
travel will soon begin to destroy what is the com- 
parative isolation of the Rocky Mountain region 
to certain diseases and bring us conditions with 
which we are more or less unfamiliar. 

Guest speakers could bring the Rocky Mountain 
region men up-to-date on these matters. 

3. Economic side. The peculiariaty of the geo- 
graphy and population of the Rocky Mountain 
states give us common problems. The distribution 
of medical service could be discussed at such a 
meeting. Problems of the F.E.R.A. as they existed 
in 1933-1934-55 might have been lessened and more 
uniformity established if we could have operated 
as a whole instead of separate units. Increasing 
activity of the Federal Government in medical 
matters makes far more valuable any recommenda- 
tion such an organization could submit rather than 
any single state as a unit. It seems to us the de- 
sires of the Rocky Mountain states are forced to 
conform to the desires of the eastern states be- 
cause the Rocky Mountain states have not been 
in a position to express themselves as a group. 

As to the time for such a meeting, we suggest 
midsummer, probably during the first three weeks 
of July. During the hot months there are many 
physicians vacationing somewhere in the Rockies— 
men of national reputation—men whom perhaps 
the individual societies might hesitate to ask to 
address them as a single unit because they might 
not feel in a position to offer a fitting remunera- 
tion. If however, such men were in this region 
and four states combined asked them to address a 
meeting, simply travel expenses would probably be 
all that would be required. 

Another thing: I have talked with several of the 
members of the Rocky Mountain Radiological So- 
ciety. They hold a midsummer meeting in Denver 
and will be glad to artange so their meeting 
comes immediately prior or subsequent to the one 
we propose. This would -bring a good crowd of 
men prominent in that work. 

How often should such a meeting be held? We 

doubt if it should be held every year—probably 
every two or three years. However, that is a mat- 
ter for discussion at the first meeting. They would 
not be held all the time in Denver. We are simply 
starting it out as the largest state society. Salt 
Lake City, Albuquerque, Cheyenne, perhaps will 
want the next meeting. During the interim some 
sort of organization perhaps should be developed 
to handle matters that may arise regarding the 
proposed merger and the different societies should 
have representatives. 
How should the meetings be financed? Colorado 
believes that it would be possible to finance the 
first meeting without calling on the other states 
for financial aid. It has been suggested that there 
should be a nominal registration fee, probably 
$2.00. The cost of future meetings and method 
of financing could be determined by the experience 
derived at the first meeting. 

How many days should the meeting be held? 
Suggestions have been made ranging from two to 
five days. A meeting for two days would hardly 
be worth while, it would seem; one should prob- 
ably extend three to four days. 

Should the “6fganization be given a formal 
name? We believe it should. We do not have any 
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particular name in view but names have been sug- 
gested, such as Rocky Mountain Post Graduate 
Group, Rocky Mountain Clinic, Rocky Mountain 
Medical Center, etc. etc. Those are things that 
can be brought up for consideration at the meet- 

It gives me great pleasure to officially invite the 
New Mexico Medical Society to join us in such a 
meeting. We hope you will take action on this. 
Mr. Sethman, our executive secretary, is fully fa- 
miliar with this subject and will be glad to add 
anything further if you have any questions you 
wish to ask.” 

Dr. G. T. Colvard: “In view of the fact there 
are so few of the delegates present, I move that 
we discuss this but defer action upon it until to- 
morrow when there will be a large representative 
delegation present though personally I am in 
favor of the proposition.” 


Dr. C. A. Miller: “I am very much in favor of 
the proposition, but second the motion of Dr. Col- 
vard.” 


Dr. G. W. Jones: “Dr. Lingenfelter will not be 
here to present the subject tomorrow but of course 
we can take it up ourselves.” 


Dr, Carl Mulky: “What effect would such a 
merger have on our Southwestern Association? 
For the information of Dr. Lingenfelter, I would 
state that Arizona, New Mexico and West Texas 
(El Paso) are combined in the Southwestern Medi- 
cal Association, which publishes the official organ 
in which the proceedings of the state societies, the 
papers, etc. are published throughout the year, and 
whether this would interfere with that or not 1s 
a matter for consideration.” 

Dr. Lingenfelter: ‘It is not our purpose to force 
any society to give up any other connections it 
may have. I see no reason why it should inter- 
fere in any way with any other affiliations or 
meetings. It is not the purpose of this meeting to 
take the place of the regular state meetings, but 
rather to be an additional meeting.” 

Vote was then taken on the motion pending—- 
that action be deferred until tomorrow—and mo- 
tion was carried. 

Dr. L. B. Cohenour, secretary-treasurer, read the 
minutes of the council meeting held earlier in the 
day. 

Motion by Dr. G. T. Colvard that the minutes 
of the council meeting be approved as read, was 
seconded by Dr. C. A. Miller and carried. 

The secretary’s report was presented by Dr. L. 
B. Cohenour as follows: 

House of Delegates: 

“I hereby render a report of the affairs of the 
office of secretary-treasurer for the term ending 
with this session: . 

At the meeting held in Albuquerque, New Mex- 
ico, May 23, 1935, there were 4 members sus- 
pended for non-payment of dues, and immediately 
following, these 4 were reinstated. 

Members at this time are as follows: 


Bernalillo County 
Chavez County ‘nibaetiniegtae 
I cies caiinittnstictensns scasexcitianobdizan 
Curry County 
Dona Ana County 
Eddy-Lea County 
Grant County 
Luna County 
McKinney County 
San Miguel County 
Santa Fe County — 
Union County 
Members at large 25 
Total in good standing at this date 

Three applications for membership were re- 

ceived to be presented at this meeting, and mem- 


bership cards issued to them in advance, 
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Death of six members were noted. (See necrology 

committee report), 
Respectfully submitted, 
(Signed) L. B. Cohenour, secretary-treas. 

Motion by Dr. C. A. Miller that the secretary’s 
report be accepted as read, was seconded by Dr. 
G. T. Colvard and carried. 

The secretary, Dr. Cohenour, read a communica- 
tion received from the American Committee on 
Maternal and Child Welfare, action on which was 
considered unnecessary. 

Communication from the Red Cross on the es- 
tablishment of first-aid stations along national 
highways, was read by the secretary, Dr. Cohenour, 
and motion by Dr. C. F. Beeson (Roswell), that 
the society endorse the plan proposed, was second- 
ed by Dr. C. A. Miller and carried. 

No turther business arising, motion to adjourn 
was entertained and carried. 

Meeting of the House of Delegates, May 7. 

Present: Drs. M. B. Culpepper (Carlsbad), pre- 
siding, L. B. Cohenour, (Albuquerque), Carl Mulky 
(Albuquerque), W. R. Lovelace (Albuquerque), H. 
A. Miller (Clovis), G. W. Jones (Clovis), G, T. 
Colvard (Deming), B. L. Jones (Fort Bayard), 
C. A. Miller (Las Cruces), C. F. Beeson (Roswell), 
I, J. Marshall (Roswell), E. F. McIntyre (Santa 
Fe) and J. W. Hillman (Carlsbad). 

Minutes of the meeting of May 6 were read by 
the secretary, Dr. L. B, Cohenour and no objection 
arising, were ordered approved. 

Dr. Carl Mulky moved that the New Mexico So- 
ciety accept the invitation of the Colorado State 
Society for hoiding a general meeting in Denver, 
in 1937, with the understanding that this does not 
in any way afiect the Society’s affiliation with thc 
Southwestern Medical Association, and that the 
president shall appoint a committee of three to 
conter with the other states, especially Colorado, 
about the arrangements for this meeting. Seconded 
by Dr. C. F. Beeson and carried. 

Dr. Carl Mulky reported that at the meeting in 
Albuquerque last year, a committee composed of 
five members, known as the Medical Renes Com- 
mittee, was appointed to confer with the authori- 
ties of the old F.E.R.A. and other relief authorities 
in New Mexico and empowered to act for tne so- 
ciety during the interim. This committee con- 
sisted of Dr. Mulky (chairman), Dr. R. L. Bradley 
Dr. V. E. Birchtoid, Dr. F. H. Crail, and Dr. George 
Colvard. Dr. Mulky stated that “we had a lot of 
correspondence with the old F.E.R.A. authorities 
and several meetings with the executives and got 
absolutely nothing.” About the time we would 
get something thrashed out, there would be a new 
administrator and we would have to start all over 
again. Then the old F.E.R.A. went out and the 
State Relief & Security came in. We had a meet- 
ing with the administrator and thought we had 
a plan worked out ior medical relief to be paid out 
of state relief funds, but the board decided not to 
act upon it for the time being until a survey cowd 
be made to determine the status of the county 
indigent funds. Mr. Guthrie, the State Director 
of New Mexico Relief and Security Authority, was 
here yesterday and met with the few of us who 
were here and he proposes in view of the widely 
varying conditions throughout the state, three 
different plans. (See minutes for May 6). 

Dr. Mulky moved that the three plans suggested 
by Mr. Guthrie be approved by the society and the 
adoption of the plan applicable to any community, 
be left to the members in that Jocauty. 

Motion seconded by Dr. C. F. Beescn and carried. 

Dr. G. P. Lingenfelter, fraternal delegate from 
Colorado, stated that he and Mr. Sethman had to 
leave and wished to express their appreciation for 
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the many courtesies received and for the coopera- 
tive spirit shown in accepting the proposition of 
the Colorado society. ‘We will use our best en- 
deavors”, he said, “to make the occasion a pleasant 
and profitable one for you.” 

The Chair thanked the doctor and asked that 
he express to his society the thanks of the New 
Mexico Medical Society for the message he had 
brought, and for his visit, 

Election of officers for the ensuing year was 
then declared in order, with results as follows: 

President-elect: Dr. G. W. Jones, Clovis; 


Vice-president: Dr. W. R. Lovelace, Albuquerque; 

Secretary-treasurer: Dr. L. B. Cohenour, Albuquerque (re- 

elected). 

Councillors for three years: 

Dr. C. F. Beeson (Roswell). 

Dr. H. A. Miller (Clovis) re-elected, 

Delegate to A. M. A. for two years: 

Dr. H. A. Miller (Clovis). 

Alternate: 

Dr. W. R. Lovelace, Albuqueraue. 

Board of Managers, Southwestern Medicine: (Re-elected): 
Dr. J. R. Earp, Santa Fe; 
Dr. C. H. Gellenthein, Valmora. 

Meeting place 1937: Dr. H. A. Miller extended a 
cordial invitation to the society, on behalf of their 
Chamber of Commerce and others, to hold the 1937 
meeting at Clovis. 

Motion by Dr. C. A. Miller, seconded by Dr. Car! 
Mulky that the 1937 annual session be held in 
Clovis, N. M., was unanimously carried. ; 

Dr. H. A. Miller presented a resolution relating 
to the state public health service: 

“Whereas, an act was passed by the last session of the 
state legislature of New Mexico districting the state in ten 
districts with corresponding health officers, and 

Whereas, that after almost a year the law is still met with 
almost universal opposition on the part of constituted county 
governments and most physicians and surgeons in the state 


for the following reasons : 
1. Health, officers cannot, because of the size of the districts, 
adequately cover same with any degree of efficiency com- 
mensurate with both the demand of health services and 


its costs thereof. 

2. The counties in the district are required to provide means 
of providing quarters and compensataion for additional 
personnel for a proper enforcement of the act, and like- 
wise additional means in caring for its medical and sur- 
gical services for their indigent population. 

3. That since the state legislature made no provision for the 
raising of additional revenue above the 20 mill limit to 
adequately administer the act, the county governments 
are absolutely without legal recourse in levying additional 
taxes for the health fund, 

Therefore, it is resolved by the New Mexico State Medcical 
Society in session at Carlsbad, New Mexico, that under the 
existing provisions for the administration of the Health Act 
and because .of its insufficient, uneconomic and physically un- 
workable character, the society is opposed to the act and 
hereeby goes on record as favoring and urging its early re- 
peal by the next session of the State Legislature.” 

Considerable discussion ensued. participated in 
by Drs. C, A. Miller, Carl Mulky, H. A. Miller, G. 
T. Colvard, E. F. McIntyre and G. W. Jones, with 
motion by Dr. Carl Mulky that action on the re- 
solution be deferred until Dr. Earp, Director of 
State Bureau of Public Welfare or one of his re- 
presentatives, could have an opportunity to explain 
their attitude and reasons for the bill. Motion 
seconded by Dr. C. A. Miller and carried. 

As Dr. Earp was in the vicinity, he was paged 
and in the interim the president announced the 
appointment of committees: 

Committee on necrology: Drs. W. R. Lovelace, 
George T. Colvard and E. F. McIntyre. 

Committee on resolutions or thanks: Drs. C. A. 
Miller, W. R. Lovelace and Charles F. Beeson. 

Committee on Medical Relief continued, Drs. 
Carl Mulky, chairman; R. L. Bradley, V. E. Birch- 
told, F, H. Crail and George T. Colvard. 

Committee on medical defense continued, Drs. 
W. R. Lovelace, chairman; Carl Mulky, L. B. 
Cohenour, F. F. Doepp and C. H. Gellenthien. 

Committee on Rocky Mountain conference meet- 
ing, Drs. H. A. Miller, C. A. Miller and L. B. Cohen- 


our, 
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Dr, J. R. Earp, appeared and at the request of 
the president explained the act passed at the last 
session of the state legislature districting the state 
in ten districts. He stated there was nothing in 
the act that required additional quarters for health 
officers; that the old act stated quarters must be 
in the county court house, and no fund had been 
provided for additional quarters. The act requires 
that the district health officers be paid, and that 
the ten district health officers take the place of 
31 county health officers. The legislature made 
no provision for additional revenue. The cost of 
administering this act is practically the same as 
what the counties are already paying for part time 
service, which is less than was being paid in 1932, 
perhaps one to two thousand dollars more than for 
the fiscal year 1934. Some counties may have a 
little extra burden but there has been no increase 
as a whole put on the counties. In many counties 
additional money is being paid out for. public 
health nursing, etc. The total amount raised this 
year will be a little more than that of last year. 
The main argument seems to be that the health 
officers cannot, because of the size of their Dis- 
tricts, adequately cover them. The public health 
service since 1911 has refused to give any assist- 
ance to cities unless under a full-time health of- 
ficer and this whole thing depends on whether 
you feel it is important to have full-time health 
officers. 

From a practical viewpoint New Mexico is going 
to get $50,000 next year that we could not possibly 
get without this act. It means that instead of in 
only six counties where we have had full-time 
service, we are districting the whole state. When 
it comes to the size of the Districts, that of course 
is something we cannot now help, but we are doing 
something that we have not done before, and if 
we are going to have full-time health service in 
New Mexico, these are the smallest districts we 
can administer. The standards of size, as accepted 
by the schools of public health, are that a popula- 
tion of 25,000 is the smallest that will start a full- 
time unit. The ideal size is from 40,000 to 50,000. 
From the viewpoint of size, we are lots too big 
and it is a difficulty we have to confront. 


Dr. G. T. Colvard; I made a criticism before you 
came in. In our District, for instance, which is no 
larger than the average one and certainly not as 
large as that of Dr. Gerber, the health officer has 
to spend so much time traveling that he cannot 
adequately cover the distance. He has to cover 
approximately 145 or 150 miles one way and 160 
the other, schools being located in scattered points 
in the entire area. In the small counties, the 
county nurse is performing 80% of the functions 
of the county health officers, This is not criticism 
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of any one, but a mere statement of facts. Dr. 
Gerber once a month gets into Sierra County and 
perhaps once every three weeks in Lincoln. The 
detailed management of communicable diseases 
cannot be efficiently handled and attended to by 
this set-up, as judged by the past 10 months per- 
formance. In our own County we have had more 
communicable disease than ever before. No one 
can prove it is due to lack of proper quarantine, 
but just as an example I quote one case. On the 
2nd of January, we had a case of scarlet fever in 
a child, which was reported Jan. 3rd when the 
health officer came around, making his regular 
visit. Nothing was done about the case until the 
afternoon of Jan. 6th, and in the meantime 15 to 
18 other children had contracted the disease. 


Considerable discussion ensued, with Dr. Earp 
explaining points not well understood and answer- 
ing questions by the various members. The ulti- 
mate outcome was a motion by Dr. C. A. Miller, 
“That the resolution introduced relating to the 
state public health bureau be tabled indefinitely 
and that a committee of three be appointed to 
confer with Dr. Earp of the Bureau of Public 
Health to work out a solution for the problems in 
public health, Motion seconded by Dr. W. R. Love- 
lace and carried. 


The chair appointed as members of this com- 
mittee: Drs. Carl Mulky, W. H. Livingston and 
George T. Colvard. 

No further business arising, the meeting was de- 
clared adjourned. 

FRIDAY, MAY 8. 

The last day of the meeting was devoted to a 
trip through what has been commonly termed 
“The Eighth Wonder of the World’—Carlsbad 
Caverns, 

After luncheon in the large room in the caverns, 
a short general session was held, but owing to the 
difficulty in hearing the speakers, it was impossible 
to obtain an accurate account of the proceedings. 
A motion was made and carried that a committee 
of three be appointed to draw up a plan of re- 
porting fractures and have it ready for the next 
meeting. This followed a discussion by Dr. E. 
Payne Palmer on fractures. The president ap- 
pointed as chairman of such committee, Dr. P. G. 
Cornish, Jr, with authority for him to appoint the 
other two members. 

The committee on necrology submitted resolu- 
tion, as follows: 

“During the past year the following New Mexico 
physicians have died: 

Dr. W. T. Brown, Valmora, Aug. 29, 1935. 

Dr. W. G. Hope, Albuquerque, Sept. 22, 1935. 

Dr. W. E. Rice, Raton, Jan. 7, 1936. 

Dr. Frank H. Johnson, Carrizozo, Mar. 23, 1936. 
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Dr. Dildy M. Austin, Belen, March 29, 1936. 

Dr. R. L. Butler, Clovis, April 1, 1936. 

WHEREAS, Divine intervention has ended the 
active practice of these members of the New Mex- 
ico Medical Society during the past year, who in 
their passing have taken from us valuable friend- 
ships and assoociations 

AND WHEREAS, these physicians have left us 
only our memories of them and the deep impress 
they made upon patients and friends, 

THEREFORE BE IT RESOLVED, the New Mex- 
ico Medical Society in regular annual session ex- 
presses deep sorrow because of the loss which it 
has sustained in the passing of these men, 

BE IT FURTHER RESOLVED, That the minutes 
of our meeting bear the expression of these senti- 
ments and that appropriate indication be sent to 
the families of the deceased.” 

(Signed) W. R. Lovelace, 
Geo. T. Colvard, 
E. F. McIntyre, (Committee). 

Report of the resolutions—thanks-committee was 
submitted: 

“We, the New Mexico Medical Society, in its 
Fifty-fourth Annual Session at Carlsbad, May 6, 
7 and 8, 1936, wish to thank: 

1. The Carlsbad Chamber of Commerce for the 
many courtesies extended and the beautiful flowers. 

2. The Daily Current-Argus for the publicity 
given the Association. 

3. The Eddy County Medical Society for the ex- 
cellent entertainment. 

4. The Crawford and La Caverna hotels for 
making their facilities available and the Crawford 
hotel for extending the use of its rooms for meet- 
ings. 

5. To the Ladies of the Eddy County Medical 
Society for the entertainment afforded the wives 
of visiting doctors in the homes of Mrs. Culpepper 
and Mrs, Glazier. 

6. To the Coco-Cola Company for the coco-cola 
provided. 

7. To Colonel Boles for the use of the Carlsbad 
caverns as the meeting-place for the last day’s 
session. 

C. A. Miller, Chairman, 
W. R. Lovelace, 
Chas. F. Beeson. 

The president, Dr. Culpepper, expressed his deep 
appreciation for the cooperation of both his home 
society and state society members and then de- 
clared the mecting adjourned until the next annual 
session. 

The tour through the caverns was then re- 
sumed. 





NEWS ITEMS 


The director of Public Health for New Mexico. 
Dr. J. Rosslyn Earp, releases a column of public 
health notes to the New Mexco newspapers each 
week, copies of which are also being sent to li- 
braries where considerable interest is being mani- 
fested. 


Dr. James R, Scott, health officer for District No. 
3 Albuquerque resigned during September for the 
purpose of teaching at the University of New Mex- 
ico during the coming year. 


Dr. J. O. Long will become health officer for 
District No. 3 of Albuquerque. 


The New Mexico Bureau of Public Health now 
owns 25 electrical transcriptions of health plays 
and health subjects that are being broadcast over 
KIUJ, Santa Fe, at 10:15 o’clock A. M. every 
Wednesday and Friday. 
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| 


EW methods of manufacture are 

of interest only insofar as they 
bring about improvements in the 
product. 
Philip Morris made such a departure 
by the use of diethylene glycol in place 
of glycerine, but Philip Morris has 
proved* that this is a constructive im- 
provement in cigarette manufacture— 
by producing a cigarette definitely less 
irritating. 
In Philip Morris cigarettes only diethy- 
lene glycol is used as the hygroscopic 
agent. 


* Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 
N. Y. State Jour. Med., June 1935, Vol. 35, No. 11 
Arch, Otolaryngology, Mar. 1936, Vol. 23, No. 3, 306-309 


Philip Morris & Co. Ltd. Inc. Fifth Ave.. N.Y. 
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149-154. Proc. Soc. Exp. Biol. and Med.,; 
1934, 32, 241-245. 
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Dr. E. F. McIntyre left Santa Fe Sept. 1 to take 
up a six months’ fellowship at Johns Hopkins Uni- 
versity. 


Dr. A. A. Wolfson will be in charge of the pub- 
lic health work at Santa Fe during Dr. E. F. Mc- 
Intyre’s absence, 


Col. C. M. Adams, Assistant State Director of 
Malaria Control, resigned his position August Ist. 





The New Mexico Bureau of Public Health has 
the following personnel: Director, J. Rosslyn Earp, 
M.R., C.S., Dr. P.H.; Director County Health Work, 
C. H. Douthirt, M.D.; Epidemiologist, L. A, Dewey, 
M.D., C.P.H; Director Child Health, George S. Lit- 
tell, M.D.; Public Health Engineer, Paul S. Fox, 
M.S., C.E.; Director of Laboratory, Miss M, Green- 
field, M.S.; Registrar, Miss Billy Tober; Supervis- 
ing Nurse, Miss Mary Emma Smith, R.N.; Ass’t. 
State Director Malaria Control, L. G. Donnelly; 
Ass’t. State Director Community Sanitation, J. D. 
McGuire. 

The New Merzxico Health Officer is a small 16- 
page pamphlet. The September issue contains an 
article ‘“‘We Pay for Syphilis,” by L. A. Dewey M. 
D. another entitled ‘“‘Team Work” by Dr. J. Rosslyn 
Earp. Dr. George S. Littell has an article on the 
Demonstration in San Miguel County”—a demon- 
stration of the work under the Social Security Act. 
Dr. C. H. Douthirt uses one page giving “Sugges- 
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tions for Reducing the Incidence of Typhoid Fe- 
ver in New Mexico.” Miss Greenfield has an article 
on the “Meeting of the Western Branch American 
Public Health Association” and another dealing 
with “Diphtheria Culture Media.” 

All in all the Health Officer is an interesting 
little magazine. 





Harry E. Rodgers, M. D., a practicing physician 
in Albuquerque for 12 years died Sunday, Septem- 
ber 9, 1936, shortly after noon in a hospital follow- 
ing a long illness with typhoid fever. Dr. Rodgers 
was a World War veteran, serving a year as first 
lieutenant in the aviation corps overseas. He was 
a native of Charleston, S. C., where he was gradu- 
ated in medicine by the South Carolina Medical 
School. He later took postgraduate work in Colum- 
bia University Medical School, in Budapest and in 
Vienna. 

Dr. Rodgers is survived by his wife and two 
daughters, Julia Anne and Harriet Jeanne residing 
in Albuquerque, two brothers James R. Rodgers 
and R. L. Rodgers and two sisters, Mrs. Ralph Gil- 
more and Mrs. Gertrude Stickney. He was 40 years 
of age and a member of the Masons and the 
Shrine. 

Strictly private funeral services were held Mon- 
day afternoon at 4 o’clock from the chapel of the 
Strong mortuary. The very Rev. Douglas Matthews 
officiated. The body was taken to the Fairview 
Park Crematory. 











Stephen Schuster, 
President 
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MEETING OF EL PASO CITY-COUNTY 
HOSPITAL STAFF 


DR. LEE, interne, presented the following case: 
This woman came in with a history of swelling of 
abdomen for about 6 months and pain and a mass 
in the right side for 2 to 3 weeks. The enlargement 
was gradual and was painless until 2 to 3 weeks ago. 
“Colicky” pain began in the right side which did 
not radiate but was knife-like in character. About 
the same time she noticed a mass in the right up- 
per quadrant. She had had no nausea, vomiting, 
hematemesis, marked constipation or diarrhea; she 
had had a poor appetite. 

Past History: Her general health had been 
good—no serious accidents or illnesses. About 6 
years before she was in a hospital for a tumor 
caused by “being struck on the abdomen with a 
stick.” 

Physical examination showed a short, well de- 
veloped, slightly obese Mexican woman about 50, in 
fair general condition, temperature 103.6 soon sub- 
siding to 99, pulse 100, B. P. 100/75, resp. 30, 
slightly labored; sclerae were slightly icteric; 
tongue was coated; abdomen was markedly dis- 
tended; the right upper quadrant had a :arge, firm 
nodular mass which did not descend on respiration 
and which seemed to rise from the right kianey 
fossa; there was marked tenderness on pressure in 
this area. There was an old midline scar from uni- 
bilicus to symphisis; skin was hot, inelastic, coarse; 
glandular enlargement was general. 

Gastric analysis: Total amount aspirated 600 
c.c.; total acidity 44, free HCl. 24: round and epi- 
thelial cells were present in the urine; the blood 
showed 97% hemoglobin, 9000 white count, 56 
polys,4 monocytes and 40 lymphocytes; Kahn on 
6/9/36 was 4 plus, but repeated in hospital was 
negative; Eagle test however was positive; azuro- 
philic granules were seen in lymphocytes and a 
goodly number of platelets; Van den Bergh direct 
showed no change within 5 minutes: indirect was 
too light to read. 


DR. RAWLINGS: This was an interesting case. 
The temperature subsided after a few days in the 
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hospital, coming down to 99 at the end of the 5th 
day. The 2nd week she had slight fluctuations in 
temperature, going twice to 100 and the latter part 
of the week to 101. Pulse ranged between 80 and 
90, and respirations were around 26. The entire 
interest centered around the abdominal tumor. We 
felt that the syphilis probably had little to do with 
the tumor. There was some jaundice, and I think 
that was probably the outstanding finding in addi- 
tion to the tumor itself. 

The tumor was definitely palpable. It was about 
10 cm. across and definitely below the costal mar- 
gin. With a finger between the right costal mar-- 
gin and the tumor and a hand behind in the right 
costovertebral angle pushing upwards we could 
feel the mass between the fingers. 


We made a tentative diagnosis of hyperne- 
phroma. 

The surgeon agreed with the diagnosis. 

The G. I, series showed that she had almost com- 
plete 6 hour retention of the barium meal and 
showed no cap at 2 hours, 4 hours, or 6 hours. At 
the end of 6 hours there was slight emptying and 
some barium was seen in the colon, but the empty- 
ing was slight. This was in keeping with the gas- 
tric findings in the 600 c.c. of gastric contents 
which was aspirated before the test meal. This 
led to a diagnosis of partial obstruction of the 
pylorus. 

A pyelogram by Dr. Rogers of the right kidney 
showed nothing abnormal. We had, then, this 
large mass with a partial obstruction of the stom- 
ach, and yet the mass was well off to one side. 
The patient developed a tremendous hyperpyrexia 
soon after the pyelogram was made and died inside 
of 6 hours. 


DR. AWE: I missed 3 abdominal tumors in a 
row. One was a Chinaman with a tumor in the 
midline, and I thought it couldn’t be anything but 
a pancreatic tumor. Dr. Armistead opened him up 
and it was a hypernephroma. In this case we are 
possibly dealing with a tumor of the liver. It is too 
far over for the pancreas, and with the gastric 
acidity as high as it was I doubt that malignancy 
enters in. Dr, Mason believes she has a carcinoma 
of the stomach. The tumor is in the middle and 
does not move on deep respiration. The tumor ap- 
parently is vertical... I think her acidity is entireiy 
too high for a gastric malignancy. Most cases of 
gastric carcinoma show a total acidity of well u1- 
der 40. I think it is a tumor of the kidney or liver, 
and not of the stomach. 

DR. CUMMINS: It is apparent that there is a 
tumor pressing on the duodenum or pylorus and 
causing a partial obstruction. One should not 
think of malignancy for 2 reasons: The hemoglobin 
of 97% and the high acidity. However, Mayos have 
reported many cases of high acidity in carcinomas 
of the stomach. In the first place, it is evident 
that she has a tumor that probably does not in- 
volve the stomach and probably does not involve 
the kidney. 

DR. RAWLINGS: (In answer to question) We 
had no further idea of the hypernephroma_ until 
following pyelogram, she developed a hyperpyrexia 
and died. From the 3rd of July she had a great 
deal of vomiting, but stools were yellow in color 
and contained bile. From the 29th of June to the 
14th of July she lost weight, which we attributed 
to the vomiting. There was no history of vomiting 
before that. 


DR. STRONG: It might be a liver abscess. 
DR. WERLEY: I saw a case with a tumor on 
that side, once, that proved to be a large abscess. 


Further discussion on this case by the Phoenix Clinical 
Club with the autopsy findings will appear next month. Are 
— others of our readers who would offer a diagnosis on this 
case 


Tit CAMP 
TRANSPARENT 


| IS our silian to present, as our contribu- 
tion to public health education in America, the 
Camp Transparent Woman. She is the only one 
in the world. Life-size, the figure is an exact 
reproduction of the female body. The outer skin 
is cellhorn—a substance so transparent that every 
organ, blood-vessel and bone can be seen clearly 
through it. An ingenious lighting system illumi- 
nates the organs in visible life colors. 


We gave this exhibit its appropriate premiere at 
a private showing to leading health officials, scien- 
tists and medical authorities at the New York 
Museum of Science and Industry. The figure is 
now being shown to the general public at the 
Museum before going on a transcontinental tour. 


The Camp Transparent Woman is presented 
to the American public in the earnest hope that it 
will assist in combating indifference; that it will 
increase woman’s knowledge of 
her physical self and help to pro- 
duce a more enlightened attitude 
toward the advice of the physician. 
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The Bulletin of the Los Angeles County Medical 
Association announces the death of William Duf- 
field, M. D., president in 1918 of the Los Angeles 
County Medical Association. He died suddenly, 
Wednesday, Sept. 9, at the age of 70 years. 

Dr. Duffield was a native of Bloomfield, Ia., and 
graduated from the University of Iowa and the 
University of Pennsylvania. He first practiced at 
Tampico, Mex., as a surgeon for the Mexico Cen- 
tral Railway Co. and came to Phoenix before 1897. 
He became a member of the Arizona State Medical 
Association in that. year and was president of the 
Association in 1902. He moved to Los Angeles in 
1906. He had been president of the Southern Cal- 
ifornia Medical Association and of the Clinical 
Pathological Society. He was a staunch supporter 
of the Los Angeles City Library and served 3 terms 
as president of the Barlow Medical Library and 
saw it through many of its vicissitudes, taking an 
active part in the transfer of the library to the 
Los Angeles County Medical Association. He was 
a constant contributor of books and periodicals to 
the library and gave not only of these, but also of 
his strength and advice in all matters pertaining 
to the library. 

Although a resident of California for years, he 
remained loyal to Arizona. 





Dr. and Mrs. George S. Shields and their son, 
Michael, spent the summer in Denver, Colorado. 


Dr. Jess D. Hamer was on his vacation during 
the month of September and early part of October. 


Dr. Mayo Robb attended the annual meeting of 
the American Academy of Ophthalmology and Oto- 
laryngology in New York City during the last part 
of September. His wife accompanied him and they 
will visit friends in New York and Philadelphia 
during the three-weeks trip. 





Dr. Frank L. Borglum, 56 years of age, Whipple 
Barracks surgeon, and brother of the sculptor, 
painter, and author, Gutzon Borglum, died of a 
heart attack, Sunday night, Sept. 20th. 

Dr. Borglum was stationed for several years at 
the Veterans’ Hospital at Fort Bayard, New Mex- 
ico. Earlier in his career he was located in a Vet- 
erans’ Hospital in St. Paul. He spent his eariy 
childhood in Nebraska and though having a lean- 
ing towards the arts he decided to study medicine. 
He specialized in x-ray work and was one of the 
first roentgenologists appointed by the veterans’ 
bureau. 

Since being in Arizona he was intensely in- 
terested in the history of Arizona, especially in the 
Indians, past and present. So intense was his in- 
terest that he really became an authority upon 
these subjects. He delighted to hike to old ruins 
and spent many hours at them trying to. vision 
their life at the time the ruins were occupied. 

The body was brought from Prescott to Phoenix 
for cremation and his ashes were taken to Fort 
Bayard to be scattered over the desert in that re- 
gion. 

Dr. Borglum is survived by his wife, Mrs. Maud 
Borglum, a son, Wendell Borglum, who flew to 
Arizona from Austin, Minn., two daughters and 
E.- A. Moore, who flew from Storrs, Conn., Mrs, 
Earl Ewal who came from Minneapolis by train, a 
brother Gutzon Borglum from Rapid City, South 
—" and a sister Mrs. Anna Darlow of Omaha, 

ebr. 





Dr. F. G. Holmes of Phoenix addressed the Ro- 
tary Club of Glendale upon the “Advances of Med- 
icine in Recent Years”: on the 18th he addressed 
the Creighton Parent-Teacher Association on the 
subject of “Childhood Tuberculosis.” 


Dr. and Mrs. Harold W. Rice, chief surgeon for 
the Phelps Dodge Corporation at Bisbee came to 
Phoenix for a few days’ visit during September. 


Dr. C. Millard Waters, graduate of Phoenix 
Junior College and of the Hahnemann Medical 
school of Philadelphia, Pa., was in Phoenix visiting 
with his parents, Mr. and Mrs. William Waters, 
803 E. Garfield St. He is practicing in Wilmington, 
Del. 


Dr. and Mrs. O. W. Thoeny and sons spent a part 
of the summer at Laguna Beach, Calif. 


Dr. R. J. Stroud and family returned recently 
from a trip in Europe. He has already been called 
upon to tell about his trip to the Tempe Rotary 
Club. 


Dr. A, M. Tuthill, Maj. Gen. of Arizona National 
Guard addressed the Phoenix Junior College on 
the subject of “Military preparation is an insurance 
policy against surprise destruction by an enemy.” 


Dr. and Mrs. Warner W. Watkins of Phoenix 
were hosts at their home on North Second street 
at a dinner recently honoring Mr. and Mrs. James 
Oliver Bauman. 


Dr. August Spitalny of San Francisco was in 
Phoenix visiting his parents, Mr. and Mrs. Max 
Spitalny en route to his home after a visit to New 
York and Boston where he has been vacationing 
and doing research work. 


Dr. Dudley Fournier spent a vacation visiting his 
home in Canada this summer. 


Dr. Sam Watson, of Tucson, spent the day in 
Phoenix recently on his return from the meeting 
of the Rocky Mountain Tuberculosis Conference. 
He reported that the conference proved most in- 
teresting. It is to meet two years hence in Tucson. 


Dr. C. A. Thomas of Tucson was elected vice- 
president and president-elect of the Rocky Moun- 
tain Tuberculosis Conference which met at Albu- 
querque recently. 


Dr. Charles Mills of Tucson attended the Rocky 
Mountain conference in Albuquerque. 


Dr. Charles Sarlin of Tucson was in Albuquerque 
for the meeting of the Rocky Mountain Tuberculo- 
sis conference. 


Dr. Russell Callandar of Tucson was in attend- 
ance at the Rocky Mountain Tuberculosis Confer- 
ence in Albuquerque. 





SPECIALTY SALESMEN 

We have several territories open for high grade 
specialty salesmen now contacting physicians and 
surgeons with surgical instruments or therapeu- 
tic equipment. If you are interested in a steady 
income from a profitable side line which. does not 
interfere with your main line, communicate with 
us for full particulars. The Bley Corp., 2306-10 
Wabansia Ave:, Chicago. 
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] The 
TULANE UNIVERSITY 
of LOUISIANA 


GRADUATE SCHOOL OF 
MEDICINE 


Postgraduate instruction offered in all branches 
of medicine. 
REVIEW COURSES: 
i November 9, to December 19, 1936. 
January 4, to February 13, 1937. 
February 15, to March 27, 1937. 
March 29, to May 8, 1937. 
SPECIAL COURSES: 
Surgery, Gynecology and Obstetrics, beginning 
May ‘10, ending June 5, 1937. 
Tropical Medicine and Parasitology, beginning 
June 14, ending July 24, 1937. 


COURSES leading to a higher degree are also 
offered. 


A bulletin furnishing detailed information 
may be obtained upon application to the 
Dean 
Graduate School of Medicine 
1430 Tulane Avenue New Orleans, La. 























B-D TRIPLE CHANGE 
STETHOSCOPE 


COMBINES 3 STETHOSCOPES 


INONE 
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HEALTH AND 


ACCIDENT IN SURANCE 


For Ethical Practitioners 
Exclusively 
$5,000.00 accidental death 


$25.00 weekly indemnity, health and accident 


$10,000.00 accidental death 


$50.00 weekly indemnity, health and accident 





For 
$33.00 
per year 

For 
$66.00 
per year 

For 
$99.00 


per year 








$15,000.00 accidental death 


$75.00 weekly indemnity, health and accident 





34 years’ experience under same management 


$1,350,000 INVESTED ASSETS 
ASSURE ABILITY TO PAY 
More Than $7,350,000.00 Paid For Claims 


Disability need not be incurred in line of duty— 
benefits from beginning day of disability. 

Why don’t you become a member of these purely professional 

Associations? Send for applications, Doctors, to 


E. E. ELLIOTT, Sect’y-Treas. 


PHYSICIANS CASUALTY 
ASSOCIATION 


PHYSICIANS HEALTH 
ASSOCIATION PITH 
y 400 First Nat’l Bank Bldg. 


° Pr 
OMAHA, NEBRASKA Mat 


$200,000 deposited with State of Nebraska for our 
bers’ protection 








The new B-D Triple Change Stethoscope provides three different 
types of chest pieces, any one of which instantly attaches to the 
binaural unit. The chest pieces are: Ford type bell, diaphragm type 
metal and the smaller diaphragm type Bakelite with bracelet as used 
for blood pressure readings. The advantages are obvious. 

The bell type chest piece is most efficient for low pitched murmurs 
and breath sounds. The diaphragm type metal is best for high 
pitched murmurs, foetal heart sounds, etc. It has a decided ad- 
vantage in pneumonia cases because it can easily be slipped down 
the patient’s back in the palm of the hand. Diaphragm type Bake- 
lite chest piece eliminates metallic ‘resonance and is supplied with 
bracelet for blood pressure readings . . . A suede pouch carries the 
outfit with three chest pieces. The units may be purchased as need- 
ed. Prices are listed at the right. 


PRICES of individual units when purchased sep- 
arately: 
Binaural unit 
Ford type bell chest piece ———____ 
Bakelite chest piece (with or without 
bracelet) 








Metal chest piece (large size) 
Suede cloth pouch — 





TOTAL___$5.25 


PRICE of entire outfit purchased in 
one unit $4.15 





Southwestern Surgical Supply Co. 


Phoenix, Arizona 


El Paso, Texas 
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..» LHE TRIPLE TEST 
IN PRACTICE! 


THE ETERNAL TRIANGLE dominates the lives of products, 
even as of men. In infant feeding the doctor is concerned 
with the three factors—composition, concentration and cost! 


Apply the triple test in your practice. Let us now put it to Karo: 


(1) Composition...When you prescribe Karo as the milk-modifier you are providing 
well-tolerated, readily digested maltose-dextrins-dextrose. The dextrins are non- 
fermentable; the maltose rapidly transformed to dextrose requiring no digestion; the 
sucrose added for flavor is digested to 

monosaccharides. Karo is prepared chem- 

ically superior, bacteriologically safe— 

non-allergic, practically free from pro- 50% 

76% DEXTRINS 


tein, fat and ash. CARBD- - 

i ; 7 24% MALTOSE 
(2) Concentration _When you consider HYDRATES 16% DEXTROSE 
that volume for volume, Karo Syrup fur- 6% SUCROSE 
nishes twice as many calories as a similar 24%, 4% 
sugar modifier in powdered form, you WATER INVERT SUGAR 
realize ow strongly saturated Karo is in 
calories of maltose-dextrins-dextrose. A 
tablespoon of Karo Syrup yields 60 calories while a tablespoon of powdered maltose- 
dextrins-dextrose gives 29 calories. Karo Syrup is a concentrated milk-modifier! 















































(3) Cost —When you prescribe Karo you help the family out of the economic dilemma. 
Karo costs !/; of the expen- 
sive carbohydrates, slashing 
the high cost of infant feed- 
ings. The maltose-dextrins- 


Karo Syrup contains twice Powdered Maltose-Dextrins-Dextrose dextrose of Karo are mar- 
as many calories as... including Karo Powdered keted as a food. The Saving 


is 80%. The Corn Products 
Refining Company charges for the constituents of Karo and nothing extra for the 
good name. Apply the triple test to milk-modifiers and you will find Karo desirable 
in composition, rich in calories, and inexpensive. Karo consists of dextrins, maltose 
and dextrose (with a small percentage of sucrose added for flavor). 


THE 


KARO His ; 
FORMULA - Corn Products Consulting Service 


<< Sor Physicians is available for fur- = fp N 
oa ther clinical information regarding pO 
COST 1-5 Be —~ 
OF THE pe Karo... Please Address: Corn 


: “| AMERICAN 
EXPENSIVE 4 Products Sales Company, Dept. , ( MEDICAL } 


FORMULA Ee ' \ SSN.) 
; 2 17 Battery Place, New York City. EY, 
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